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PATENTE 


Vent-O-Stat heat contro! on steam 


heated instrument sterilizer. 


The patented Scanlan-Morris Vent-O-Stat heat 
control for non-pressure sterilizers, conserves 
heat and water, prevents the formation of excess 
waste steam, and eliminates the necessity for a 
vent line to the outside air. 


The Vent-O-Stat operates by means of a sensi- 
tive thermal element placed in the water supply 
air break fitting, at the back of the sterilizer, 
which controls the heat input according to the 
temperature of the vapor formed within the 
sterilizer. When the water in the sterilizer is below 
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Scanlan-Morris non-pressure Instrument, Utensil and Bottle Sterilizers 
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the boiling point, the control admits full heat to 
the sterilizer. As the water starts to boil, some of 
the steam passes out to the atmosphere through 
the air break opening on the water fill fitting, 
heats the thermal element and shuts off the main 
supply of heat. A bypass then permits enough 
heat to pass to keep the water in the sterilizer 
at the boiling point without formation of excess 
waste steam. When so specified the sterilizers 
described below can be equipped with the 
Vent-O-Stat. 








Steam heated instrument sterilizer. 








Steam heated milk bottle 
sterilizer. 





INSTRUMENT STERILIZERS 


The Scanlan-Morris instrument sterilizers illustrated are made in four 
sizes—body and cover of monel or plated copper. The raising and 
lowering mechanism for simultaneously opening cover, elevating and 
lowering instrument trays, and closing cover, is operated by foot pedal. 
An oil check pump makes the lowering of cover and trays noiseless. 
The two larger size sterilizers are provided with one full size tray and 
two half size trays. The two smaller sizes have one full size tray only. 
Tubular steel stands are white enameled with plated brass adjustable 
floor plates. 


UTENSIL STERILIZERS 


The Scanlan-Morris utensil sterilizers illustrated are made in three 
sizes. Construction and finish is similar to that of the instrument sterilizers 
except trays which are full deep size, with guide rollers for easy 
raising and lowering. 


When so specified any of these instrument and utensil sterilizers can 
be mounted on wall brackets in place of floor stands, and can be 
equipped with the Vent-O-Stat. 


MILK BOTTLE STERILIZER —MILK PASTEURIZER 
3 Sizes—Steam, Gas or Electric Heated 


The Scanlan-Morris sterilizer shown at the left is an efficient, durable, 
simple type of pasteurizing apparatus that insures the perfect pasteuri- 
zation of milk, and can be used for the sterilization of the milk bottles. 
Made in various sizes and types. When specified, the sterilizer can be 
equipped with Vent-O-Stat heat control for regulating the rate of 
boiling and eliminating excess steam. 


For detailed information on the Vent-O-Stat and on non-pressure steril- 
izers, or high pressure sterilizers, including recessed autoclave and 
water sterilizer installations, mail the coupon below. 
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Electrically heated instrument 
sterilizer. 





Electrically heated utensil 
sterilizer. 








THE OHIO CHEMICAL & MFG. CO. 


GENERAL OFFICES: 60 EAST 42nd STREET 
NEW YORK 17, NEW YORK 
SALES OFFICES IN PRINCIPAL CITIES 


In Canada: Oxygen Company of Canada Limited, Montreal and Toronto 
Represented Internationally by Airco Export Corporation 














The Ohio Chemical & Mfg. Co., 60 East 42nd St., New York 17, N. Y. 


Send complete information: [[] Scanlan-Morris Vent-O-Stat; 
(J non-pressure instrument and utensil sterilizers; 
(] high pressure sterilizers. 
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OTEX SOUND CONDITIONING 
IS “A MAJOR IMPROVEMENT” IN HOSPITALS 


SISTER PETER FRANCIS, SUPERINTENDENT PROVIDENCE HOSPITAL, WRITES: 


We decided to test Acousti-Celotex in our kitchen serving area 
and dishwashing room. The result was so amazing that our 
Board of Directors immediately instigated a complete sound 


conditioning program. 


We are thoroughly satisfied that Acousti-Celotex has made a 
major improvement in our hospital. Doctors, nurses and patients 
have commented on the restful quietness which now prevails. 






Verdict—Over 20 years of performance rec- 

ords like this are the reason why more hospi- 

tals sound-condition with Acousti-Celotex 
than with any other acoustical material! 


Acousti-Celotex* gives you this double advantage in 
assured results: 1. Quality control in manufacture 
backed by the reputation and resources of the world- 
famous Celotex Corporation. 2. Quality control in in- 
stallation backed by Celotex-selected-and-trained local 
distributors. The experience of more than 100,000 
installations in hospitals and other buildings makes 








ACOUSTI-CELOTEX 
" Poyforalted Fibre Tile since 


Sold by Acousti-Celotex Distributors Everywhere « In Canada: D 


PRODUCT OF THE CELOTEX CORPORATION, CHICAGO 3, ILLINOIS 
HOSPITALS 


Yours very truly, 





Superintendent 
Providence Hospital, 
Oakland, California 


this the leading acoustical organization in the world. 


No matter what your noise reduction problem, con- 
sult your local Acousti-Celotex distributor. No obli- 
gation. No job is too small and prompt service is 
assured. Or write to The Celotex Corporation, Dept. 
H-546, Chicago 3, Illinois. 


FREE! “The Quiet Hospital” 


Timely! Interesting! Informative! ... For your FREE 
copy of this fact- packed, illustrated booklet, write 
today to: The Celotex Corporation, Dept. H-546, 
Chicago 3, Illinois. 


REG. U. S. PAT. OFF. 





Sound Equip ts, Lid. 
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/ 7T/NEN SHELVES EMPTY! 


OPERATING ROOMS 


THINK what empty linen shelves would mean to 
your hospital. Every department depending on clean 
linens, for its functions. Every staff member relying on 
them, for fresh appearance and sterile cleanliness. And 
NO LINENS! 


Are you SURE it couldn’t happen to you? Neglect of laun- 
dry equipment during the war was almost unavoidable. 
But now, many outdated machines are expected to per- 
form with their original efficiency. Some are at the 
breakdown point. 

It’s time for top executives to look into the situation. 
Modern laundry machines have efficiency beyond any- 
thing dreamed of a few years ago. They save wear on 
linens, they improve cleanliness throughout the hos- 
pital. They cut laundering costs way down. And it’s the 
easiest thing in your busy life, to find out what new 
machines and methods might best be used in YOUR 
laundry. Our Laundry Advisor is ready to perform this 
service for you. Why not make a date TODAY? 























NURSERIES 
Ret Reet eiey 


LINENS 





CASCADE AUTOMATIC 
UNLOADING Washer, left, 
with NOTRUX Extractor, 
right—outstanding for great- 
Gi est washroom 
production 

with least labor 
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M. Burneice Larson, Director 


Have you ever wondered why we 
like to correspond at length with 
hospital personnel who give us an 
opportunity to recommend avail- 
able positions? It is our way of 
getting really well acquainted. It is 
our way of gaining knowledge of in- 
dividual likes and dislikes which 
will make our recommendations as 
“to the point” as those a personal 
friend might make. In fact, we 
usually find that our registrants are 
personal friends after a little while. 
That's the way we think of them. 


Should you be eligible and avail- 
able for an appointment in hos- 
pital administration, medicine, 
radiology, pathology, dietetics, nurs- 
ing, medical technology—we should 
like very much to correspond 
with you... or to meet you if 
you have occasion to be in our 
city. Our analysis sheet will give us 
the essentials of your professional 
qualifications. As you write us in 
detail of your personal require- 
ments we shall be enabled to refer 
to you the opportunities having the 
most to offer you. 


Just now there is a great deal of 
staff reorganization planned as 
former members released from the 
armed forces are making their de- 
cisions as to whether or not they 
wish to resume their pre-war duties. 
We are in touch with a great many 
institutions making changes and 
shall be glad to learn the type of 
appointment for which you are 
available. 


M. BURNEICE LARSON 
Director 
The Medical Bureau 


PALMOLIVE BUILDING 
CHICAGO 11 














HE MEETINGS which I have at- 

tended during the past few 
weeks have all properly stressed 
the hospital care needs of return- 
ing veterans. 
The fact that 
hospitals are 
generally 
crowded at 
the present 
time has cre- 
ated a spirit 
of apprehen- 
sion over ex- 
traordinary 
demands 
which the 
care of the veteran may develop. It 
has seemed to me that there are two 
factors which must be borne in 
mind when we consider this. ‘The 
first is that while building restric- 
tions may continue for some time, 
hospital building is now going on 
and will accelerate as building ma- 
terials become more readily avail- 
able. 

The second factor which has been 
emphasized at the meetings I have 
attended but which needs re-em- 
phasis is that the veteran returned 
and now returning is the same per- 
son who, before he left for service, 
was cashier in the local bank, the 
clerk in the corner store, the neigh- 
borhood doctor or the factory 
worker. Most came from the same 
community to which they are re- 
turning. If the hospital could pro- 
vide for his hospital care before he 
became a soldier or sailor, there is 
no reason why the same hospital 
cannot now provide care to him 
after he has left military service. 

It is true that during military 
service he was subject to hazards 
that are unique. But it may be as- 
sumed that most of the serious serv- 











ice-connected disabilities will be 
cared for in the larger veterans’ 
facilities. The problem of the Vet- 
erans Administration is one of ob- 
taining medical examinations and 
care for the more ordinary type of 
disability and the convalescent. 

The voluntary hospitals of Amer- 
ica have been given a challenging 
opportunity for public service by 
General Bradley and Dr. Hawley, 
and the Veterans Administration. 
Their rich heritage of service to the 
nation in times of peace and war 
is such that they must not now be- 
come fearful because of considera- 
tions raised by the too timid. If the 
veterans who now ask that they may 
be provided care by their own doc- 
tors in their own home towns had 
been timid when they faced the 
enemy, our voluntary hospital sys- 
tem would by now have been but 
an empty shell. Can we do less than 
meet their needs? 

xk k& * 

The headlines in newspapers and 
magazines continue to tell the story 
of the tremendously vital part that 
Blue -Cross is playing in medical 
and hospital economics. Recent 
stories in Time magazine, the Farm 
Journal and many other publica- 
tions all are evidence of the strength 
of this movement. Some hospital su- 
perintendents have suggested that, 
Blue Cross having shown the way, 
it is time for hospitals to be less in- 
terested in the movement. Commer- 
cial insurance policies are now con- 
siderably better than they once 
were, it is said, and with improved 
economic conditions hospitals do 
not require Blue Cross as desper- 
ately as they did a few years ago. 

In my opinion, this is a ver) 
shortsighted point of view. I re- 
member that when Blue Cross start- 
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Benno the gripping drama of the 
Seeing Eye is a very practical, very 


s’ : efficient and very undramatic harness. 





The dog, finely bred, is meticulously trained to 





d ; an almost human perception. But with all this, 
of q 
it is still the harness 


that gives him response ability. 


Behind the continuing service of Will Ross, Inc. 
is a very practical and very efficient system 
r based on a realistic conception of our place 


in the scheme of things. 


y : As a supplier in the hospital field it is our | / business to 
deliver merchandise of a specific type and quality, 


as ordered, to meet your specific needs. 


To do this job requires intelligent | / understanding 


of your needs, to be sure. But more than that, it Ge SD 





u 
demands that we keep abreast of the rapid changes in today’s abnormal markets, so that we may 


give honest and reasonably dependable answers to your anxious questions about products, prices 





and deliveries. This cannot be accomplished by “good intentions” or “wishful thinking”. 
It requires facts, facts divulged by an efficient system of purchasing, warehousing, inventory control, 
selling, packing, shipping and billing. These may seem like prosaic things. They are certainly 


undramatic. But they are vital factors in response ability —the practical manifestation of responsibility. 


There is nothing abstract about response ability. You can see it, weigh it, 







measure it. The unit of measure is results. 


For response ability “Ask Will Ross” 
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an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our setvice are pictured 
and fully described. 


Items comprising the 
Hollister Birth Certficate 
Service are listed below: 


Hollister Quality 
Birth aediaas 
Frames for 
Birth Certificates 


Perfected 
Footprint Outfits 


Long Reach 
Seal Presses 
Graduation Diplomas 
for Schools of 
Nursing 
Stationery for 
Hospitals & Schools 
of Nursing: 


We are mailing the file folder to | 
all hospitals. If not received by your 
hospital, please write for it. 


Franklin C, Hollis, 


538 West Roscoe St. 
CHICAGO 13 
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ed in our city, our voluntary hos- 
pitals were being used to less than 
50 per cent of capacity. Since then, 
even though we have continued to 
build facilities, our occupancy has 
constantly increased so that for the 
past few years it has been beyond 
capacity. While all of this changed 
picture is not the result of Blue 
Cross, in my opinion, it is the great- 
est single factor. 

It would be extremely short- 
sighted of voluntary hospitals and 
the American Hospital Association 
to neglect Blue Cross in its hour of 
triumph, hoping that a competitive 
spirit, as between Blue Cross and 
commercial insurance, will result 
in a more favorable position for 
hospitals. 

It is true that the cash indemnifi- 
cation plan of commercial insur- 
ance makes it possible for hospitals 
to charge extra sums against policy 
holders, whereas under Blue Cross 
the subscriber obtains service bene- 
fits and may not be charged such 
sums. It is a vain hope that commer- 
cial insurance plans will in the long 
run be as useful to voluntary hos- 
pitals. Too many hospitals are 
pressing for an indemnity contract. 
Nothing could be more tragic for 
hospitals than an increasing trend 
in this respect. 


In the first place, costs of opera- 
tion of such insurance companies 
are considerably higher than that of 
Blue Cross. It must also be remem- 
bered that while cash reimburse- 
ment contracts may be desirable in 
good times, they are extremely un- 
desirable in bad times. Before you 
join the movement to force your 
local Blue Cross plan into a cash 
indemnification plan, think back 
to your hospital occupancy in the 
days before you had your Blue 
Cross. Also analyze the receipts you 
obtained last year from Blue Cross 
in relation to the receipts you ob- 
tain from non-Blue Cross subscrib- 
ers. After you have these two fac- 
tors well in hand, I am sure that 
your judgment will favor more ex- 
tensive and stronger Blue Cross 
plans. 

x *k * 


Dr. Fred Carter’s masterly pre- 
sentation at the New England Hos- 
pital Assembly in Boston the latter 
part of March captioned ‘Who Pays 
the Hospital Bill for the Postwar 





Patient?” which is published el... 
where in this issue, was one of tl:e 
highlights of the meeting. I strong, 
urge your careful review of this 1iu- 
terial, and I think you will find it 
an interesting comparison, as I havc 
with our own experience. His final 
comments regarding government 
compulsory health insurance are so 
timely and thought-provoking. His 
statement to the effect that gover ii- 
ment must demonstrate that it can 
do a better health job than is being 
done at the present time by the vaii- 
ous health agencies, that he must 
be so convinced, before sponsor- 
ing such a compulsory program of 
health, shows wisdom and sound 
thinking of one of our leading hos- 
pital administrators. 

Fred’s efforts in this presentation 
were amply rewarded by the re- 
sultant applause. 

In comparing our experience 
with that of St. Luke’s Hospital in 
Cleveland, we find that between 


1940 and 1945: 


Our per capita per diem cost be- 


fore depreciation increased............ 24.0% 
St. Luke’s—Cleveland ...................... 33.5% 
Our per capita per diem salary 
COSE TRCERAGO 8 cdots cst 35.6% 
St. Luke’s—Cleveland...................... 56.4% 
Our patient days for the period 
IBROCAS CO e865. 2) cont etn Sons: 53.0% 
St. Luke’s—Cleveland...................... 0.6% 
In 1940 the ratio of our salaries 
to total operating expense was....55.0% 
In 1945 this had increased to........60.0% 
St. Luke’s—Cleveland—1940............ 57.5% 
1Q45.---------- 63.1% 
Our per capita per diem supply 
cost increased for the period........ 9.3% 
St. Luke’s—Cleveland ...................... 0.3% 


Dr. Carter states that 15 hospi- 
tals in the Cleveland area showed 
an increase in weighted average per 
capita per diem cost of 41 per cent 
in the 5 year period. St. Luke's 
33-5 per cent as compared to our 
experience of 24.0 per cent. Dr. 
Carter’s experience and ours was a 
little better than that of the Cleve- 
land hospitals above referred to. 

Please observe in this comparison 
that our patient days’ care increased 
53 per cent from 1940 to 1945. How- 
ever, we are aware that there are 
many fixed expenses that would not 
be greatly affected by this 53 pe 
cent in occupancy. 
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CRYSTALLINE SODIUM SALT 


* No Refrigeration Required 


* Pain upon Injection Minimized, Even in High 
Dosages 


* Well Tolerated and Effective Subcutaneously 
* Potency Clearly Stated on Label 














F’ 200,000 UNITS 


: NICILLIN-C.S 


NOTE THESE ADVANTAGES: 


e Penicillin-C.S.C. Crystalline Sodium Salt is stable at 
room temperatures. No refrigeration is required. 


e Penicillin-C.S.C. Crystalline Sodium Salt may be 
injected subcutaneously, intramuscularly, intravenously, 
or into serous cavities with virtually no pain or irritation. 


efits e Penicillin-C.S.C. Crystalline Sodium Salt is so highly 
purified that it may be given in high dosages. 





PHARMACEUTICAL DIVISION 
Penicillin-C.S.C. is accepted by the 
Council on Pharmacy and Chemistry (COMME RCIAL SOLVE NTS 


of the American Medical Association is ; 
17 East 42nd Street Corporation New York 17, N. Y. 
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. .. on expanding the general 


hospital to include services 


-according to community need 


The Question—If you were building a general hospital, for 
which of the following services would you provide first, and in 
what order would you expect to add the rest: Chronic care, tuber- 
culosis care, mental care, communicable diseases, physicians 
offices, public health office quarters, or other? 


THE FIRST FOUR SPECIAL SERVICES 


Ir I WERE BUILDING a new general 
hospital today, I would, if possible, 
provide in addition to the facilities 
now usually supplied, the follow- 
ing: 

1. Offices for physicians, if it 
were possible to provide diagnostic 
facilities for the use of those so 
housed. 

2. Offices for the public health 
officer of the city or community. 

3. Provision for the temporary 
care of tuberculosis and for more 
prolonged care of certain cases 
when prompt transfer is not pos- 
sible. 

4. Facilities not only for the care 
of communicable diseases which 
may develop after admission but, if 
possible, of additional cases if there 
is no other local provision. 

The care of mental cases in gen- 
eral hospitals is a big problem, for 
which the smaller communities, at 
least, are at present not ready. This 
is not only because of lack of nurs- 
ing and other personnel, but also 
lack of physicians. However, every 
general hospital should have at 
least two specially designed rooms 
(one for men and one for women) 
where proper care and control can 
be provided for post-operative psy- 
chosis and for the emergency men- 
tal case. All general hospitals 
should be ready to accept such pa- 
tients temporarily even though we 
dread to admit them. 

The care of the chronic patient 
in a general hospital is receiving 
more consideration than ever, and 
rightly so. At the present time I 
would hesitate to provide such fa- 
cilities. From an economic stand- 
point, our costs for the daily care 
of acute cases in general hospitals 
are higher than costs in the chronic 
disease hospital. Even after due al- 
lowance for lower nursing and oth- 
er costs for these patients, the com- 
parison in per capita cost is out of 
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line. We no doubt can learn much 
from our chronic disease hospitals 
and in time some general hospitals 
will be able to care for this type 
of patient satisfactorily. At present, 
even though we had a staff of doc- 
tors and nurses to care for them, 
the cost in most hospitals seems 
prohibitive.— Howard E. Bishop, 
administrator, Robert Packer Hos- 
pital, Sayre, Pennsylvania. 


NO. 1: COMMUNICABLE 
DISEASES 


IN THE CONSTRUCTION of a gen- 
eral hospital, we should first give 
thought to communicable diseases. 
With improved techniques in the 
care of communicable diseases in a 
general hospital, so amply demon- 
strated by the late Dr. Ben Black 
at the Alameda County Hospital, 
we should prepare to admit these 
patients rather than send them to 
our county hospitals. Over a period 
of years at the Alameda County 
Hospital, nurses caring for obstet- 
rical cases shared the same rooms 
with nurses on the contagion ward 
without any instance of cross in- 
fection. 

General hospitals should also ad- 
mit for acute illnesses those pa- 
tients with active tuberculosis. 
When such a tuberculous patient 
is admitted, the staff is so informed 
and, with a well established pro- 
gram, there is practically no risk to 
hospital personnel. 


The planning of physicians’ of- ' 


fices especially in rural hospitals is 
a step in the right direction in 
building a health center around 
the institution. The hospital could 
provide this space at a fee certainly 
as nominal as the doctor could 
duplicate in a downtown office 
building. 

It is believed that all forward 





thinking administrators are con 
templating a separate and distinc: 
service for care of the convalescen 
patient in, preferably, structure 
built expressly for this purpose.- 
A. A. Aita, superintendent, Sa) 
Antonio Community Hospital, Up 
land, California. 


A DIAGNOSTIC CLINIC 
TOPS THE LIST 


Ir Is MY OPINION that one of th« 
first facilities which should be pro- 
vided in a new hospital is a diag- 
nostic clinic. The purpose of this 
diagnostic clinic would be to pro 
vide a thorough physical examina- 
tion or work-up on every patient 
desiring it. 

Such a clinic could be under the 
supervision of a pathologist or in- 
ternist, under the jurisdiction ol 
the hospital. The public health 
office could be established in the 
same area as the diagnostic clinic. 

The clinic would not be limited 
to any financial strata, but a gradu- 
ated scale of rates would be set, 
that all members of the community 
could take advantage of such an 
arrangement. 

It is also my impression that com- 
municable diseases could be taken 
care of in an isolation pavilion, the 
pavilion to be used for precaution 
patients—such as pneumonia, gas- 
tro-intestinal and __ tuberculosis. 
When an epidemic did arise, these 
patients could be moved to private 
rooms and the isolation pavilion 
used for a specific disease until the 
epidemic was successfully com- 
batted._Howard S. Pfirman, sup- 
erintendent, Middlsex Hospital, 
Middletown, Connecticut. 


WHY NOT INCLUDE 
ALL THESE SERVICES? 


MEDICINE IN ITS DEVELOPMEN1 
has so changed our concept of the 
scope of the general hospital that 
our question for discussion might 
well read, “Give one good reason 
why any one of the proposed facil- 
ities should NOT be included in a 
general hospital where the com- 
munity had established the need 
for such a facility.” 

With this approach I could ques- 
tion only the tuberculosis unit if 
anything beyond temporary care 
were contemplated. Modern tech- 
nics have overcome the hysteria 
once seen in a general hospital 
when a tuberculosis case was dis- 
covered, but these technics do not 
replace the fulltime specialized 
nursing and medical staffs to be 
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found in tuberculosis hospitals. 

With our emergence from the 
isolation—pest-house and asylum— 
thinking of earlier days. we see 
clearly how sorry the scheme has 
been for those patients suffering 
from mental, contagious and long- 
term diseases. We see clearly’ our 
new role and responsibilities. At 
least temporary and diagnostic care 
of the mentally ill must be provid- 
ed in all general hospitals and full 
psychiatric units established in the 
medical centers. The need of the 
chronic disease patient is for con- 
tinued medical study as well as 
nursing care; his welfare will be 
best served by provision of a 
special unit within—or adjacent to 
—the hospital. 

There is probably less unanim- 


ity of opinion as to the future role 
of the hospital in the promulgation 
of programs of preventive medi- 
cine. Mass  photo-fluorography, 
tumor clinics, and various types of 
pay clinics now serving marginal 
groups are but fore-runners of larg- 
er diagnostic programs for all. 
Physicians advocate yearly physical 
check-ups, and certainly the find- 
ings at induction within the sound- 
est segment of our society leaves no 
question of the course to be pur- 
sued if better health for all is to be 
realized. 

The hospital with its x-ray and 
clinical laboratories seems _ the 
logical place to develop these mass 
diagnostic facilities. In addition, 
the intern and. resident staffs must 
have increased dispensary and out- 
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Tarbonis presents all the therapeutic advantages of crude 


NOWWN also as neuroder- 

* matitis disseminata, atopic 
eczema is related to the hay fever- 
eczema-asthma syndrome. Basi- 
cally it consists of vascular hyper- 
sensitivity to a number of sub- 
stances, the wide range of which 
makes therapy difficult. 
Through the decongestant 

and stimulant properties 

of Tarbonis, atopic ecze- 

ma responds in many in- 
stances. Because of the beneficial 
action of its highly active tar, the 
local discomfort is mitigated and 
disappearance of the lesions is en- 
couraged. Elimination of the 
offending allergens, while usually 
difficult, should be attempted. 
Since Tarbonis is odorless, grease- 
less, and non-staining to clothes 
and skin, it may be employed 
continuously for a 24-hour appli- 
cation, thus assuring maximum 


therapeutic benefit. 


THE TARBONIS COMPANY 
4300 Euclid Avenue 
Cleveland 3, Ohio 


coal tar with none of the drawbacks of the latter. It is 
colorless, odorless, greaseless, does not stain linen or skin. 


patient experiences to round jsut 
their training. My plans, therefore, 
for .this perfect general hosp ‘ial 
would anticipate a tremendous in- 
crease in the areas devoted to  ut- 
patient clinics—Van C. Adams, 
superintendent, Jewish Hospital, 
Cincinnati, Ohio. 


ISOLATION UNITS 
ARE NEEDED MOST 


IN THE GENERAL HOSPITALS of this 
community it seems that the lack of 
facilities for communicable diseases 
is the most outstanding. We need 
more isolation units for care of the 
sick and for teaching programs. At 
the present time, only the most 
severe of the communicable disease 
cases are cared for, and then there 
is a question as to isolation tech- 
nique insofar as the other patients, 
visitors and personnel are con- 
cerned. 

Care of the mental patient seems 
next in line. In our particular com- 
munity and even statewide, this 
seems ignored. The classifications 
under mental care are increasing 
so rapidly that it is hard to deter- 
mine to what extent general hos- 
pitals are answering this need. We 
do not, however, provide anything 
like enough facilities. 

Next, we should increase our 
facilities for chronic care. Most hos- 
pitals are too crowded even for 
acute cases, but that does not re- 
lieve us of an obligation. Chronic 
disease patients are being given 
only acute care, after which they 
must make their own arrange- 
ments. We know this care is in- 
sufficient for many are readmitted 
in an acute condition. 

The providing of facilities for 
physicians’ offices and public health 
quarters would seem to depend on 
the local demand. The staff physi- 
cians’ wishes influence our admin- 
istration and if they wish office 
space, certainly consideration 
should be given. It should be kept 
in mind, however, that the laws ol 
the states vary in regard to taxation 
in enterprises such as these. Our 
program and that of the public 
health divisions are becoming more 
integrated every day. 


Regarding facilities for other 
services, it seems that convalescent 
care is more important than some 
of the above services. In our own 
community it should follow the 
provision of facilities for mental 
care.—B. Tol Terrell, administrator, 
Harris Memorial Methodist Hos- 
pital, Fort Worth, Texas. 


Tarbonis contains 5% Liquor Carbonis Detergens ex- 
tracted from carefully selected tar by 2 unique proc- 

ess, retaining all beneficial factors of tar and 
eliminating the irritants. Menthol and lanolin are 

also incorporated in the vanishing-cream base, 
making for a preparation of unusual pharmaceutical 
elegance. Tarbonis is specifically indicated in eczema 
(including the infantile and atopic varieties), psoriasis, 
ringworm, occupational dermatoses, folliculitis, sebor- 
rheic dermatitis, intertrigo, pityriasis, varicose ulcers, 
contact dermatitis, lichen planus, ulcus hypostaticum. 
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For the Saving Hand... 


The hand that moves to save a life must gauge time and space in fractional 


minimums ... be free, quick and sure . . . be gloved with the security of 


tactile sensitivity and anatomically correct fit. 


Skilled hands know the assurance of SEAMLESS Standard Surgeons’ Gloves. 
Transparently thin . . . of resilient natural rubber . . . they also have the 
stamina for long and vigorous usage. Their leadership is backed by 69 years 
of rubber research. Brown Milled—banded, White Latex, Brown Latex... 
available through better Hospital Supply Dealers. The Seamless Rubber 


Co., Surgical Rubber Division, New Haven 3, Conn.... finest quality since 1877 


SEAMLESS Standard 
SURGEONS’ GLOVES 








Service From” “Heady yuarters 





‘Reference Guide’ 
For Hospital Problems 


The current literature of hospital 
administration often seems to suffer 
from chronic repetition. Again and 
again the old familiar problems are 
brought forth and given ink-and- 
paper treatment with equally famil- 
iar solutions. 

What might be done about repe- 
tition has been the subject of dis- 
cussion at headquarters for some 
time. An arbitrary barring of all 
such material could hardly be justi- 
fied. Sometimes one of the familiar 
old solutions is given a new twist, 
and this makes good reading mat- 
ter even for veteran administrators 
who carry the basic information 
around in their heads. Besides, 
there is a fairly constant influx of 
new executives to whom the routine 
problems of operating a hospital are 
strictly current problems. 

As a result of discussion and a 
considerable amount of work in the 


Bacon Library, the headquarters 
staff believes it has found a way to 
serve both the well-read administra- 
tor and his recently inducted col- 
league. 


The June issue of Hospirats will 
contain the first of a series under 
the general heading of “Reference 
Guide.” Each installment in the 
series will be concerned with a spe- 
cific routine problem of hospital 
administration. Each will include 
a listing of reference material avail- 
able in the Bacon Library, with a 
thumbnail review of every item 
listed. The series will run indefi- 
nitely. 


It is not intended that publica- 
tion of the “Reference Guide” cut 
off all the discussion in Hospirats 
of the basic problems. Rather, it is 
hoped that such a continuing sup- 
plement of standard literature will 
make it possible for Hospirats to 
devote more space to new problems 
and the newer angles of old ones. 
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The East Liverpool City Hospital, East Liverpool, Ohio, as sketched by the 
architect on the basis of one of our well planned functional layouts gives a 
concept of the ultra modern in medium sized general hospitals. Saving of 
energy, time and footsteps of the physicians, nurses and hospital personnel is 


the essence of this modern planning. 


In these days of increased labor and operating costs, this is a vital factor in 


keeping any hospital "in the black." 


If you are planning on building or remodelling, our trained consultants, with 
years of experience in functional planning, can be of valuable assistance to you. 


We invite you to write or contact us. 


\ Hospital (Conesiell ils tot ei 


Office of William Henry Walsh, M.D. 


612 N. Michigan Ave., Chicago 11, Ill. 
Charles E. Remy, M.D., Director 
Fellow Amer. Psychiatric Assn. 


Charter Fellow American College 
of Hospital Administrators 





Floyd A. Blashfield 
Associate Director 


Member American Association 
of Engineers 








Headquarters Addition 
Nearing Completion 


Improvements which will «d 
2,000 square feet of usable 0! ice 
space to the second floor of the h: .d- 
quarters building are scheduled ‘or 
completion early this month. 

This step was authorized by ‘he 
board of trustees last February and 
involves construction of a second 
floor in the Bacon Library area with 
a ceiling height of 12 feet in the 
library proper and 11 feet on the 
new floor, which will be at the same 
level as the existing second floor in 
the front wing of the building. ‘ihis 
will permit better lighting and heat- 
ing of the library as well as the in- 
stallation of an acoustical ceiling in 
that room. 

The space being made available 
will be used for the offices of the 
editorial department of Hosprrats 
and the staffs of the Councils on 
Associaticn Relations, Administra- 
tive Practice and Public Relations. 

The construction is steel and re- 
inforced concrete with paneling in 
the new area similar to that now in 
the Bacon Library. 


Dietary Consultant 


Begins New Duties 

S. Margaret Gillam has arrived 
at headquarters and begun her work 
as dietary consultant of the Associa- 
tion. The former director of the 
nutrition department at the Society 
of the New York Hospital, New 
York City, will be in charge of Asso- 
ciation activities aimed at improv- 
ing dietary administration in hos- 
pitals, and will prepare material 
on the subject for publication in 
Hospirats. In an advisory capacity, 
Miss Gillam will assist members 
communicating with headquarters. 


Jesuit from India 
Is Recent Visitor 


The Rev. John Barrett, S.J., an 
American missionary on leave ol 
absence from religious duties in 
Patna, India, visited headquarters 
recently, conferring with the Asso- 
ciation’s research director on ideas 
for hospital improvement in India. 

Primarily interested in sugges- 
tions for the erection of a proposed 
500-1,000 bed hospital in Patna, 
Father Barrett discussed tentative 
plans which schedule construction 
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WHEN VITAMIN K IS NEEDED... 


Gynkayvite* ‘Roche’ is the choice of many physicians 


because of its distinctive clinical advantages. Synkayvite is water- 
soluble, stable and—molecule for molecule—has “an antihemor- 
rhagic activity even greater than that of fat soluble menadione” 
(J. G. Allen, Am. J. M. Sc., 205:97, 1943). It may be taken orally 
without the use of nauseous bile salts or administered paren- 
terally. Synkayvite is available in oral tablets, 5 mg each, and 
1-cc ampuls, 5 mg and 10 mg each. 

HOFFMANN.LA ROCHE, INC., Nutley 10, New Jersey 


*2.methyl-I, 4-naphthohydroquinone 
diphosphoric acid ester tetrasodium salt 


SYNKAYVITE ‘rocue: 
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for the immediate future. The new 
institution will be under the direc- 
tion of a group of Catholic Medical 
Missionary Sisters whose novitiate 
is in Fox Chase, Philadelphia, and 
who have trained at Fox Chase Gen- 
eral Hospital. According to Father 
Barrett, the hospital staff will in- 
clude Hindu doctors among whom 
will be at least one Hindu woman 
doctor. 

In this country since last June, 
Father Barrett will remain until the 
fall. 


Palestine Doctor 
Is Also Visitor 


Furthering his study of Ameri- 
can hospitals in connection with 
the contemplated expansion of 160- 
bed Beilinson Hospital in Petah- 
Tiqva, Palestine, H. Heller, M.D., 
medical superintendent of Beilin- 
son, recently met with members of 
the headquarters staff. 

According to Dr. Heller, the in- 
stitution’s expansion program calls 
for the addition of 400 beds. The 
hospital—one of five belonging to 
the sick fund of the Jewish Federa- 


tion of Labor of Palestine—will in- 
clude 12 units for general medicine 
and surgery and the various. spe- 
cialties. 

Dr. Heller entered this country 
last December. His plans called for 
return to Palestine late last month. 


State Association 
By-Laws Reviewed 


In compliance with the request of 
a state hospital association, the sec- 
retary of the Council on Association 
Relations recently reviewed the 
state association’s by-laws, submit- 
ting a critical analysis of specific 
articles together with constructive 
suggestions for improvement. Some 
of the suggestions, applicable to all 
state hospital organizations, follow: 

With respect to dues and initia- 
tion fees it is sufficient to state that 
the board of trustees shall have the 
power to fix dues for the state asso- 
ciation in such amounts and pay- 
able at such times as they shall from 
time to time determine. 

There should be provision for 
membership of Blue Cross Plans. 
(This is required for affiliation.) 





Except in a very large associatio 
it is not practicable to have a con 
mittee on coordination. The chanc: 
are there will be too much duplic 
tion of effort between the board «: 
trustees and coordinating commii 
tee. The operation and administr: 
tion of the association would | 
eased by having the board of tru: 
tees function fully, with perhays 
the chairmen of committees on pai- 
ticular projects invited to meet with 
the board on occasion. In this way 
it is possible for the board to keep 
more direct contact with activities. 


In his study of the by-laws of hos- 
pital organizations, the council sec- 
retary reports evidence of a general 
tendency on the part of hospital 
groups to crowd excessive wordage 
into the laws. “Like most others, 
hospital by-laws,” he maintains, 
“are entirely too wordy... I am 
of the opinion that the hospital or- 
ganization should be a living, chang- 
ing thing . . . that it should be in- 
terpreted in keeping with the times 
... that the board of trustees should 
be given latitude to indicate the 
course to be pursued by its action.” 
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Comfort 
in every Bubble 


SO remarkably pure is 


HUNTINGTON 
LABORATORIES 


this liquid castile soap, 
so free from excess al- 
kali, fillers or animal fats, that 
every tiny bubble cleanses the 
baby's skin with gentle, lubricat- 
Tae m-\oa dela 

For Baby-San contains the high- 
est possible concentration of 
emollient oils perfectly blended 
with purest potash. That is why a 
Baby-San bath leaves the baby 


comfortable . . . protected by a 
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You can buy no purer or more economical soap than 


Baby-San—the choice of more and more of America’s 


hospitals. 


HUNTINGTON LABORATORIES INC 


HUNTINGTON, INDIANA 
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POSTWAR PATIENTS? 


HE FIGHTING PART Of World War 

II is over and we are in the 
process of substituting a new collec- 
tion of problems for those of the 
war years. In this process we hear 
and read much about reconversion, 
but there is no opportunity to re- 
trace our steps and resume our ac- 
tivities where we left off on Decem- 
ber 7, 1941. 

We can’t retreat to “‘normal’’; we 
can only advance to new “normals.” 
The past is dead and gone forever; 
it belongs to the historians. We can 
only adjust to things as they are and 
as they may be. It is true that we 
can recall the past and select from 
it such lessons as may be valuable 
to the world and to the mode of life 
which we are now formulating, but 
otherwise it has little to offer. 

Hospitals, in their process of ad- 
Justment, are concerned over many 
things, and one of these is the an- 
swer to the question: “Who pays 
the hospital bill for the postwar pa- 
tient?” To find a reply requires a 
lot of rummaging around in hos- 
pital economics, hospital history, 


rom an address given by Dr. Carter 
at the New England Hospital Assem- 
bly, Boston, March 11-13, 1946. 
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FRED G. CARTER, M.D. 
SUPERINTENDENT, ST. LUKE'S HOSPITAL 
CLEVELAND 


trends—past and present—and gov- 
ernmental and public attitudes. 
Answers to such questions as the 
following must be sought: What has 
been happening to hospital costs in 
the last five or six years? How large 
were prewar hospital bills? What 
do present hospital bills look like? 
What are they likely to be in the 
future? Who has paid hospital bills 
in the past? Who pays them now? 





‘Reprints — Many persons 
who heard Dr. Carter’s paper 
at the New England Assembly 
meeting asked that reprints be 
made available for distribution 
to their board members. All or- 
ders of 25 or more received by 
May 20 can be filled promptly 
at nominal cost. Please address 
Hospirats, 18 East Division 


Street, Chicago 10. 





Who is going to pay them in the 
future? 


HOSPITAL COSTS 

In attempting to find an answer 
to the first question, I have turned 
to the experiences of my own and 
15 other hospitals in the Cleveland 
area which have kept uniform ac- 
counts for many years. In my own 
institution, between 1940 and 1945, 
the per capita per diem cost, before 
depreciation, increased 33.5 per 
cent. Our per capita per diem salary 
cost increased 56.4 per cent. It is 
interesting to note in this connec- 
tion that the number of employees 
dropped 14 per cent while the pa- 
tient load remained almost constant 
with an increase of only 0.6 per 
cent. A much larger salary load was 
distributed among fewer people. 

Translated into terms of individ- 
ual salary increase, the per capita 
per diem salary increase becomes an 
individual salary increase of 65.3 
per cent. Per capita per diem salary 
cost in 1945 was $6.94 compared 
with $4.44 in 1940 when the total 
per capita per diem cost was only 
$7.72. Thus, salary costs alone in 
1945 were almost equal to total 
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costs back in 1940. The ratio of sal- 
aries to total cost was 57.5 per cent 
in 1940, but by 1945 this ratio had 
increased to 63.1 per cent. Most hos- 
pital people will remember the days 
when we used to think that 50 per 
cent or iess of the total budget was 
adequate to cover salaries. Our per 
capita per diem supply cost in- 
creased only 0.3 per cent between 
1940 and 1945. 

Fifteen hospitals in the Cleveland 
area show an increase in weighted 
average per capita per diem costs of* 
41 per cent in the five-year period, 
which would indicate that the fig- 
ures for my own institution may be 
more conservative than typical. If 
hospital billings reflect hospital 
costs, as they should, the average 
hospital bill of today in our area is 
about 40 per cent higher than it was 
in 1940. If the trend of the last five 
years continues for the next five 
years we may expect that the pre- 
war bill of $6 to $7 a day will have 
advanced to $12 to $13 a day in our 
community by 1950. 

Some hospitals are already at this 
level or higher. Perhaps we 
shouldn’t worry about these possi- 
bilities and I don’t think we would, 
if we could be assured that we are 
not rapidly approaching the point 
of diminishing returns both from 
the health and financial stand- 
points. 


FACTORS PROMOTING 
FURTHER COST INCREASES 

Some meager signs of a reversal 
of the trend in hospital costs were 
evident in the latter part of 1945— 
at least there seemed to be a slight 
slowing down of the advance. Cer- 
tainly everyone hopes that there 
will be a definite tendency toward 
a leveling off process in hospital 
costs in the years immediately 
ahead. We can’t afford, however, to 
ignore certain factors which are at 
work in the direction of promoting 
continued rises in hospital costs. 
Among these are the following: 

1. Threat of the extension of the 40 
hour week to the hospital field with sub- 
stantially no reduction in individual pay. 
A standard work week of 40 hours is quite 
strongly entrenched in the public mind. 

2. Demands for increased pay to match 
compensation paid in industry, business 
and government. 

3. Employment of additional people to 
fill gaps in hospital staffs created by war- 
time labor shortages. 

4. Constantly rising commodity costs 
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after removal of price controls until laws 
of supply and demand again assert them- 
selves. 

5. Demands for increased amounts of 
service and equipment to keep abreast of 
advances in the field of medicine. 

6. Increased maintenance and _ replace- 
ment costs resulting from forced neglect of 
such matters during the war period, unless 
depreciation reserves have been funded to 
meet this situation. 

7. Trend toward all inclusive contract 
rates which makes the control of volume 
of adjunct services and supplies difficult. 

8. Greater educational effort on the part 
of hospitals with special reference to the 
needs of the returned veteran. 

9. Declining interest in volunteer work 
in hospitals. 

10. Inflationary trends in general. 


FACTORS TENDING 
TO REDUCE COSTS 


Offsetting the factors tending to 
promote continued rises in hospital 
costs are those which tend to reduce 
costs. These seem rather anemic in 
comparison when balanced against 
the former, but they are important 
and some of them are listed here- 
with: 

1. Better selection of personnel when 
and if choices are offered. 

2. Better training programs for person- 
nel designed to make individual employees 
more efficient, thus reducing the number 
needed. 

3. More thorough job analyses and bet- 
ter job classifications. 

4. Inauguration of short training pro- 
grams for young men and women-for the 
lesser tasks of nursing. 

5. All unnecessary procedures should be 
eliminated in the hospital. 

6. The idea that all patients are totally 
helpless should be eliminated. 

7. Give further consideration to the 
abuses and dangers of bed rest in the treat- 
ment of patients by the medical profession. 

8. Shortening of the length of stay of 
patients in hospitals which probably will 
increase unit cost of care but decrease in- 
dividual hospital bills. 

9. Better adjustment of hospital care to 
actual needs of patients. 

10. Better planning of hospitals. 

Thus far I have discussed hospi- 
tal costs, past, present and future, 
and have indicated that bills to pa- 
tients probably directly reflect these 
costs. I have also pointed out some 
of the factors that are influencing 
the cost and price trends in hospi- 
tals favorably or unfavorably. The 
next set of questions has to do with 
those who pay the hospital bills. 


PRE-DEPRESSION 
PAYMENT METHODS 
In the days before the great de- 
pression of the early gos, from which 
the nation emerged only after the 
stimulation of a wartime economy, 









hospital bills the country over prob- 
ably averaged less than $6 per day 
and were paid, for the most part, »y 
the individual who benefited from 
the service from his own private /e- 
sources. There was some contract 
work on workmen’s compensation 
cases. Insurance companies took 
care of bills in a small number of 
cases and my experience with insur- 
ance company representatives in 
those days made me believe thai | 
was dealing with a pretty tight-fisted 
group. 

Governments made token _pay- 
ments for the care of indigents in 
those cases where governmental hos- 
pitals did not exist for the benefit 
of the indigents. Private philan- 
thropy of one kind or another, in- 
cluding community chests in some 
instances, took care of the deficits. 
Hospitals followed what might be 
described as a system of tin cup 
economics, and were a favored bene- 
ficiary of charitable impulses. 


GROUP HOSPITALIZATION 


In the early gos the group hos- 
pitalization movement began to 
attract widespread attention. De- 
signed at first as a means of taking 
up the slack in hospital finances 
caused by the inability of low in- 
come groups to meet hospital bills, 
this method of underwriting the 
risks involved—by groups of indi- 
viduals in relation to the need for 
hospital care—has been applied to 
upwards of 20,000,000 people in the 
United States without limitation be- 
cause of individual financial cir- 
cumstances. 

In the: community with which | 
am identified nearly 60 per cent ol 
the population now carries this cov- 
erage. I thing it can be said that a 
majority of our patients have their 
hospital bills paid for them by the 
Blue Cross plan. This method ol 
financing hospital care continues to 
grow spectacularly and the propor- 
tion of patients who pay their hos- 
pital bills out of their own resources 
declines almost as spectacularly. 

The growth of hospital insurance 
plans has brought with it certain 
problems. One of the most 1m- 
portant of these is the question of 
payments to hospitals and there has 
been much discussion of this ques- 
tion in the last few years. Flat rates 
of various kinds, established rates 
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and cost related rates have been 
used as methods of reimbursement 
to hospitals. This much seems ob- 
vious: regardless of the method 
used, hospitals cannot afford to take 
care of ever increasing proportions 
of their patients for any figure 
which represents anything less than 
complete costs. 

Blue Cross plans also have their 
rate problems. In their infancy it 
was calculated or guessed that hos- 
pital utilization could be figured 
at the rate of one day of hospital 
care per subscriber year. This still 
seeins to be a fairly safe assumption 
in the light of the experience which 
the plans have accumulated during 
their existence. The most recent 
figures which have come to my at- 
tention indicate a utilization of 0.8 
to 0.g of a day per subscriber year. 
An annual premium rate of $7.20 
for ward subscribers and $9 for 
semi-private - subscribers seemed 
ample, and proved to be so, to 
cover hospital costs, plan overhead 
and reserve requirements when hos- 
pital costs were averaging not more 
than $6 to $6.50 per day in the com- 
munities where plans were organ- 
ized. Many plans were even able to 
expand benefits under these con- 
ditions. 

If hospital costs have increased 
approximately 40 per cent since 
the prewar era—as has been shown 
to be the case in at least one large 
community—then it stands to reason 
that if the original premium rates 
were sound, present premium rates 
should exceed the original by some- 
thing approaching 40 per cent or 
what ever amount represents the 
increase in hospital costs, plan over- 
head and other expenses since the 
original rates were established. 
With hospital costs increasing 
rapidly it does not seem likely that 
Blue Cross plans can continue to 
Operate and meet their complete 
obligations without commensurate 
and justifiable increases in their 
premium rates. On the other hand, 
if Blue Cross plans do not meet 
their complete obligations, hos- 
pitals will have to look elsewhere 
for support or close their doors. 


PAYMENTS BY GOVERNMENTS 


In recent years governments 
under the leadership of federal au- 
thorities have shown a disposition to 
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meet the fair costs of hospital serv- 
ices. This idea has not yet trickled 
down to state and local units of gov- 
ernment to any great extent, but the 
pattern is being drawn and eventu- 
ally may be made applicable to all 
branches of government. The Chil- 
dren’s Bureau of the Department 
of Labor has been setting the pace 
by allowing cost plus 10 percent to 
cover depreciation, interest on in- 
vestment and use of capital. This is 
the well known Emergency Mater- 
nity and Infant Care Program, 
familiar to all as EMIC. This is now 
operating in its fourth year. 

In the beginning EMIC was in- 
tended as an emergency measure 
only, but indications are that it may 
be continued for a time at least. 

The Office of Vocational Re- 
habilitation has adopted the EMIC 
formula and now the Veterans Ad- 
ministration is negotiating for the 
care of veterans on the same basis. 
It is not unreasonable to expect 
that sooner or later all branches of 
government that have been pur- 
chasing hospital service may be pre- 
vailed upon to adopt — similar 
methods of reimbursing hospitals 
for the care of patients. At any rate 
the precedent has been set by de- 
partments of the federal govern- 
ment which are comparatively large 
purchasers of hospital service. 


CONTRACT SERVICE 


At this point it is interesting to 
refer again to the experience of the 
15 hospitals of the Cleveland area. 
I realize that their number is too 
small to constitute a fair statistical 
sample but the growth of contract 
service among them represents a 
trend that is worth noting. In 1945 
only 33.9 per cent of the total pa- 
tient days in these institutions were 
classified as the “regular pay’”’ type. 

Of the remaining 66.1 per cent, 
3.9 per cent were part-pay and free 
and 62.2 per cent represented pa- 
tients whose bills were paid on 
some kind of contract basis by in- 
surance plans of one kind or an- 
other, by units of government or 
by the Community Fund. It should 
be obvious that hospitals, whether 
they like it or not, are finding in- 
creasingly larger proportions of 
their bills being handled on the 
basis of group contracts. The ex- 
perience of the Cleveland hospitals 
is probably in line with the trends 


in such relationships all over the 
country. 

From the foregoing comments on 
methods of paying hospital bills it 
appears that hospitals in the future 
—if they follow traditional, evolu- 
tionary trends rather than totalitar- 
ian precepts—must look to three 
main sources for payment for the 
services which they render: The 
patients, themselves, in decreasing 
numbers, governments — national, 
state and local, and voluntary in- 
surance. 

The ranks of the “regular pay 
patients” are thinning rapidly. In 
some communities these payments 
no longer represent the backbone of 
hospital income. The time will 
soon pass when we can bolster sag- 
ging income by raising rates to this 
segment of our patients. Further- 
more it isn’t quite fair to ask this 
shrinking group to shoulder the 
burden of meeting hospital deficits 
resulting from entrance into con- 
tracts to care for large groups of 
patients at figures representing less 
than the complete cost of furnish- 
ing such care. We have every right 
to be more and more concerned 
about the fixed character of our 
earnings under contracts in a 
period of rapidly rising costs and 
we have an obligation to our insti- 
tutions to see to it that fixed earn- 
ings are high enough to guarantee 
solvency. 

With the absorption of private 
philanthropy by governments 
through high taxes it seems only 
fair that governments should as- 
sume the burdens which private 
philanthropy has carried for gen- 
erations in the hospital field. This 
means that governments must ac- 
cept the responsibility for the care 
of the indigent and the medically 
indigent at rates representing noth- 
ing less than complete costs. It does 
not mean that governments must 
accept a_ responsibility of this 
nature for everybody. 

Voluntary insurance plans, in- 
cluding those of insurance com- 
panies as well as those of Blue Cross 
corporations, probably are paying 
the hospital .bills of 30,000,000 to 
40,000,000 of the people currently 
and this group will continue to grow 
at the expense of the so-called “reg- 
ular pay patient” group. If these 
plans are to survive and expand, 
as we hope they will, they must ex- 
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pect to pay hospitals the complete 
costs for the care of their clients. 

The real issue at stake in all of 
the nationwide discussions of health 
care has to do with the plight of the 
indigent and the near indigent. All 
of us can agree that something must 
be done about this situation. If it 
is admitted that the medical needs 
of the vast majority of our people 
are well taken care of and that our 
concern should be for the low-in- 
come and no-income groups, then 
legislation should focus on these 


groups and not on the entire popu- ~ 


lation. 

Certainly, if a man fractures a 
bone in his forearm you don’t 
treat every bone in his body for 
fracture. Similarly, if a small seg- 
ment of the population is in diffi- 
culty from the standpoint of health 
care, you don’t have to subject the 
whole population to corrective 
measures to get the small segment 
of population taken care of. Federal 
grants in aid, administered through 
the states in some such fashion as 
the Emergency Maternity and Infant 
Care program is now administered, 
would take care of the indigent and 
the near indigent for less than 5 per 
cent of the cost to government of 
such a plan as the Wagner-Murray- 
Dingell bill contemplates. We need 
a certain amount of help with this 
indigent problem but not at the 
price some would ask us to pay. 


THE ALTERNATIVE 


If traditional methods do not 
meet the issue, or are deprived by 
governmental fiat of the opportun- 
ity to meet the issue, an alternative 
is already in the making in the Con- 
gress of the United States. Some of 
the Congressmen seem to have total- 
itarian concerns for our health as 
well as for many other things. 

The government has taken over 
control of my pocketbook, evident- 
ly on the assumption that I may 
know how to earn money but I 
don’t know how to spend it. I am 
denied the right to buy and sell 
goods and services without govern- 
mental supervision and restriction. 
My constitutional right to the pur- 
suit of happiness has been abridged 
so that minority groups may have 
their freedom preserved at the ex- 
pense of the freedom and well- 
being of others. 

A favored few are encouraged in 
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the perpetration of social atrocities 
for which the less favored would be 
jailed or executed as convicted 
criminals. 


Extra-legal bodies are permitted 
to make and enforce their own laws 
without recourse on the part of 
those who offend against these laws 
and the manner of their enforce- 
ment. Monopoly in restraint of 
trade is a crime for one group and 
eminently legal for another. A na- 
tional debt of $275,000,000,000 is 
of no concern to us “because we 
owe it to ourselves.” We create 
wealth by destroying it. 


All of this is part of the record of 
recent governmental attitudes and 
philosophies and now there are 
those who would ask me to give 
over into the keeping of govern- 
ment the most precious thing in 
life that I possess—my health. When 
governments have demonstrated 
their ability to handle the respon- 
sibilities with which they are now 
charged, I will be willing to listen to 
their proposal for collectivistic med- 
icine, but I want to make it clear 
that I will be impressed only by 





their record, not by their promises. | 
shall always keep in mind, too, tha 
courts find it difficult and som: - 
times inconvenient to say what le 
islators mean. 


BED TIME STORY 


Once upon a time a dog, carry- 
ing a large piece of meat in his 
mouth, was crossing a bridge ov: 
a deep stream. He paused at tlic 
middle of the bridge and looked 
down into the stream. There he saw 
a larger dog with a larger piece of 
meat in his mouth. He leaned furth- 
er and further out over the edge 
of the bridge, and the further he 
leaned, the closer the dog in the 
stream approached. Finally he could 
contain his envy no longer. He 
‘dropped his piece of meat into the 
stream below and plunged in, only 
to find that his own piece of meat 
as well as the other dog and his 
piece of meat had disappeared. 
Being an intelligent dog he is no 
longer deceived by reflected prom- 
ises. He had exchanged what he 
possessed for a glowing promise that 
didn’t materialize. In the end he 
lost everything. 





HILE the cost of living 

soared 131 per cent between 
1900 and 1944, average hospital 
cost per admission increased only 
70 per cent, the annual report of 
the Bridgeport, Connecticut, Hos- 
pital demonstrates. The cost of 
living index has risen from 55 to 
127. Average cost per patient day 
at this hospital now is $6.57; in 
1900 it was $1.19. Total cost per 
patient, which was $38.08 in 1900, 
has increased to $64.90 in 1944. 


Days 

Average Average 

Daily Stay in 

Year Census Hospital 
1900 75 32.0 
1910 1 21.6 
1920 192 12.9 
1930 279 st 
1940 348 EE 
1941 361 10.6 
1942 370 10.1 
1943 359 9.9 
1944, 337 9.9 





Average Cost of 
Average Hospital Living 
Cost per Cost per Index 
Patient Day Patient (1935/39=100) 
$1.19 $38.08 55.0 
163 34.12 66.0 
St 47.85 138.3 
4.58 50.83 FUSS 
4.91 54.88 100.7 
3.39 57.00 110.5 
5.86 59.34. 120.4 
5.99 59.31 124.4 
6.57 64.90 127.0 


The 1900 and 1910 index numbers are from “Real Wages in the United States 
1890-26” by Paul Douglas. Figures furnished and converted to 1935-39 bases through 
the courtesy of the United States Department of Labor, Bureau of Labor Statistics. 
Index for period 1920 to date from Labor Bureau Consumers “Price Index” measuring 
the changes in retail prices of selected goods, rents and services bought by families 
of wage earners and lower salaried workers in larger cities. 


Although cost per patient day 
has markedly increased, the reduc- 
tion in average length of stay per 
patient has tended to curb patient 
cost increases. If the dollar had 
the same purchasing value in 1944 
as it did in 1900 the total cost per 
patient admission to the Bridge- 
port hospital would have been 
$28.01 compared with the cost 
of $38.08 at that time. A table of 
costs at the hospital follows: 








HOSPITALS 

















I 

















About Construction, the Big Question Is: 


WHEN CAN BUILDING BEGIN? 


NEW QUESTION MARK has ap- 
A peared on the agenda of the 
hospital building committee. ‘The 
new question added to all the 
others confronting them—“When 
are we going to be able to start 
actual building?”—arose with the 
issuance of Veterans Housing Pro- 
gram Order No. 1, which limits 
construction activity to housing 
work. 

The order provides that applica- 
tions can be made to local construc- 
tion field offices for authorization 
to proceed with work other than 
housing and indications are that 
hospitals able to establish the 
urgency of local need will be given 
prompt consideration. 


‘ Architects advise, however, that 
hospitals planning to start con- 
struction now should make certain 
of their sources of material supply, 
since priorities for types of build- 
ing other than housing will not be 
readily available. 

From any ordinary, common- 
sense viewpoint, it seems incon- 
ceivable that the government can 
follow any course that will inde- 
terminately continue the bed scarc- 
ity that has plagued hospitals 
since the imposition of wartime 
restrictions. 

Seven of every ten hospitals ex- 
pecting to build have not yet com- 
pleted their planning and are con- 
fronted with more immediate and 
pressing problems. Initially, the 
community must find out whether 
it can support a hospital. Other 
communities wanting a hospital 
are troubled because adjacent 
towns in a common area that can 
support only one hospital are also 
planning to establish hospitals for 
themselves. 

Many established hospitals, as 
well as hospital-minded commun- 
ities, are deeply concerned with 
questions of how many beds they 
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need and how many they can af- 
ford, what additional facilities will 
provide minimum adequacy and 
whether, once erected, these pro- 
visions can be properly maintained. 

Problems of the planning stage 
have an equal potency to tax the 
administrator and the building 
committee: How are we to select an 
architect? Should we engage a hos- 
pital consultant? How are we to 





3SSSSSSSSSSSSSED_==_=====S=====S=_=== 
“Ir PLANS for construction of a 
hospital are now completed and if 
the hospital can demonstrate an 
actual community need for its ad- 
ditional offered facilities, applica- 
tion for construction should be 
made immediately and will prob- 
ably be granted. This is not an 
opinion; it is the stated policy of 
the Civilian Production Adminis- 
tration and Housing Expediter 
Wilson Wyatt. 

“In some localities materials will 
not be available immediately, but 
it is my opinion that the construc- 
tion of needed hospital facilities 
will be able to get under way with- 
out too much difficulty during the 
next six months—THomas H. 
CREIGHTON, Editor, Progressive 
Architecture (Architect - Member 
A. Hi. A.). 








select him? What will the building 
cost? What new developments in 
hospital construction should we 
ask our architect to investigate or 
incorporate in our building? 





Equally pressing questions are 
such as these: What can we do to 
help the architect in expediting 
our plans? How soon can we hope 
to break ground after the architect 
starts his work? How can we fi- 
nance the building? 


Major worries are confronting 
even the hospital organization that 
has completed plans and seen its 
fund raising campaign brought to 
a satisfactory close. It finds that 
reconversion ailments have cur- 
tailed payments anticipated on the 
basis of 1945 pledges. It is faced 
with the cold truth that its build- 
ing fund will buy less hospital to- 
day than when the size of the hos- 
pital was determined two years 
ago or last year. 


Building costs have been steadily 
rising. Current prospects of these 
costs being stabilized are so un- 
certain that contractors hesitate to 
submit bids or more work than is 
absolutely necessary to keep their 
key crews busy. Contracts for work 
of the most urgent character often 
must be awarded on a cost-plus-fee 
basis. 

Much material in this issue of 
HospIirAaLs concerns itself with var- 
ious facets of these questions. Other 
aids for the administrator or build- 
ing committee have been or are 
being developed by the Association 
and its Council on Hospital Plan- 
ning and Plant Operation. 

To assist committee establishing 
new hospitals and others contem- 
plating expansion in making many 
of the decisions that face them, the 
Association devoted Book I of its 
1945 Hospital. Review—The Indi- 
vidual Hospital—to their problems. 
Sections titles are: Measuring your 
Community for a Hospital; the 
Governing Board of the Hospital; 
Organization of the Medical Staff; 
and Administrative Aspects of Hos- 
pital Planning. Their author is 
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W. P. Morrill, M.D., director of 
research for the Association. 

Originally distributed to the As- 
sociation’s institutional member- 
ship, the volume is now available 
for purchase or loan from the 
Bacon Library. The first three of 
the four above-named sections may 
also be purchased in pocket-sized 
reprints. 

The Bacon Library from its file 
of information taken from period- 
ical journals continually provides 
answers to specific planning prob- 
lems. The director of research, the 
secretary of the Council on Hos- 
pital Planning and Plant Opera- 
tion and other members of the 
headquarters staff are available to 
answer similar inquiries made both 
in person and by correspondence. 

Two photostated reprints of 
data are available through the Ba- 
con Library. The first—bearing the 
same title as the first section of The 
Individual Hospital but contain- 
ing different material—is called 
“Measuring Your Community for 
a Hospital” and covers problems 
up to the start of architectural 
planning. The second, “Planning 
the Community Hospital,” deals 
specifically with architectural as- 
pects. 

For hospital committees con- 
cerned with regional needs a new 
source of assistance has developed 
—the agency conducting the state 
hospital survey. Already  estab- 
lished in gg states, the surveys are 
in various stages of development 
and progress. They are being in- 
' stituted under the guidance of the 
Commission on Hospital Care, 
which was sponsored by the Associ- 
ation and established for a two-year 
span in October, 1944. 

Believing that architects famil- 
iar with hospital requirements are 
best suited to produce design that 
will result in efficient hospital op- 
eration, the Association has under- 
taken the creation of a roster of 
hospital architects. It recommends 
that qualified hospital architects 
be employed for all hospital pro- 
jects and that, if such a course can- 
not be followed, the services of an 
architect not so qualified should be 
supplemented by the engagement 
of a qualified hospital architect in 
a consulting capacity. 

The initial roster of architects 
approved by the Association is 
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published in this issue. While the 
geographical distribution of those 
on the list still leaves some areas 
without representation, it is the 
aim of the Association to enlarge 
the roster as rapidly as possible. 

As a further aid to the admin- 
istrator or a building committee 
that wishes to select an architect, 
Hospirats this month also pub- 
lishes recommendations on _ the 
subject written by James R. Ed- 
munds Jr., and Henry H. Saylor, 
respectively president of the Ameri- 
can Institute of Architects and 
editor of its journal. 

Inasmuch as there has been no 
practical basis for the establish- 
ment of an approval program for 
hospital consultants, the Associa- 
tion cannot offer similar advised 
guidance in that sphere. Since 
there is, however, substantial de- 





mand for information about hos- 
pital consultants, headquarters has 
collected data sheets describing the 
qualifications and backgrounds of 
individuals and groups acting in 
that capacity. In this collection, 
available on request, are included 
data sheets for any consultants who 
wish to avail themselves of the op- 
portunity for circulating their 
qualifications. 

Other available aids to planning 
include the Bacon Library collec- 
tion of hospital plans. These are 
not circulated, but may be con- 
sulted at will in the library. The 
Bacon Library is also custodian for 
the drawings submitted in the re- 
cent Modern Hospital architec- 
tural competition. These will be 
available for exhibit at hospital 
meetings. 


AND WHAT WILL IT COST? 


UESTIONS of immediate impor- 
Q tance to the hospital about to 
enter into a definite construction 
program have been submitted to 
the architect members of the As- 
sociation in order to obtain their 
advice. The summary of their an- 
swers, particularly as to construc- 
tion costs and the immediate pros- 
pects for beginning work, may be 
disturbing to those hospitals which 
have a desperate need for expan- 
sion. 

A slight majority of the 17 archi- 
tects who cooperated in the survey 
believes that the immediate be- 
ginning of construction is not ad- 
visable, due to unsettled costs and 
material scarcities. Their estimate 
of probable costs is, in general, 
higher than most administrators 
have probably anticipated. 


In answer to the question asking 
the tentative date when construc- 
tion might be started if plans were 
now complete, one architect said, 

“Even though permission were 
received from Civilian Production 
Administration I would advise 
postponing work until we can be 
sure of necessary materials now in 
the bottleneck category. These ma- 
terials include pipe, brick and lum- 
ber. Today reliable bona fide com- 
petitive bids are unprocurable; 
therefore, I would advise delaying 


just as long as possible, as an eco- 
nomic advantage.” 

An Eastern architect said, “‘Con- 
ditional on the labor and material 
market, in our opinion, the build- 
ing industry will not be sufficiently 
stabilized for satisfactory construc- 
tion progress before early Spring 
of 1947.” 

Another comment was, ‘““Recom- 
mend deferring construction for at 
least a year.” Another architect 
stated that at present prices, costs 
are enormous and a policy of watch- 
ful waiting for a more favorable 
market is advised. 

This outlook was not universal; 
seven of the replies indicated that 
while there might be some delay, 
work might be started as soon as 
possible. Most of the architects felt 
that, if economic conditions were 
satisfactory and plans were com- 
pleted, work could be started ap- 
proximately 30 days to six weeks 
after the decision was made to 
secure bids. 

Those architects referring to the 
federal restrictions on building 
other than housing, in general 
share the belief that the federal 
attitude toward hospital work will 
be favorable. A New York man 
reported that the Civilian Produc- 
tion Administration office in New 
York made the announcement that 
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there will be no delay in approving 
applications from hospitals. Such 
field offices have the right to ap- 
prove projects up to. $1,000,000 on 
the basis of comparative essen- 
tiality. 

On the subject of costs, the only 
factor on which there seems to be 
agreement is the unpredictability 
of prices and their certain upward 
trend. Estimates on the probable 
cost per cubic foot ranged from $1 
to $1.35 before provisions for equip- 
ment not built into the structure. 
This equipment is normally con- 
sidered to add approximately 15 
per cent to the overall costs of the 
hospital. 

The mean of the estimates for 
cubic foot costs is approximately 
$1.15, Or approximately $1.32 when 
the cost of equipment is added. 
This rate would establish a cost per 
bed in the neighborhood of $8,000. 

Few estimates on cost per bed 
were below $7,000; a substantial 
number ranged as high as $10,000 
to $11,000 per bed. The mean point 
of the estimates was approximately 
$8,800 per bed. These figures do 
not include provisions for the hous- 
ing of nurses. 

The uncertainty of the cost out- 
look is demonstrated by the answer 
of one architect who said, “Unit 
costs are not a reliable guide under 
present conditions. We can only 
estimate at present by taking a 
quantity survey of materials.” 

The answers generally agreed 
that hospitals wishing to provide 
new facilities should begin their 
architectural planning immediate- 
ly. The time necessary for this 
phase of the work, from the day 
the architect is engaged until work- 
ing drawings are ready for the 
taking of bids, varies in the an- 
swers, from six months to one year. 
This variance is attributed to the 
size of the project, the amount of 
work in the architect’s office and 
the degree of cooperation provided 
by the building committee or the 
administrator. 

The amount of work the archi- 
tect can undertake is limited now 
by the scarcity of trained architec- 
tural draftsmen and designers. This 
factor is one that argues further 
for the beginning of architectural 
planning at an early date. 

Because the present personnel of 
some hospital organizations may 
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THESE QUESTIONS 
WERE ASKED 


1. What is your present advice 
to a hospital badly in need of 
major construction as to the tenta- 
tive date when construction might 
be started, if plans are now com- 
plete? 


2. If a hospital is badly in need 
of major construction how soon 
should architectural planning get 
under way, and what is the mini- 
mum time necessary between the 
engagement of the architect and 
breaking of ground? 


3. What is your idea-of the 
likely current cost per bed fully 
equipped? of likely current cost 
per cubic foot including all fixtures 
but not loose equipment? 


4. In what manner can the ad- 
ministrative executives of the hos- 
pital be most helpful to the archi- 
tect in the planning of a good 
building? 

5. What do you consider the 
most important consideration in 
the selection of a contractor? 


SSS 








‘have little or no experience with 


construction and are interested in 
what they can do to expedite the 
architects’ work, the survey asked 
opinions on this subject. While 
the various opinions approached 
the problem in various ways, the 
general consensus is that the ad- 
ministrator can be most helpful by 
developing as nearly as possible a 
complete schedule of facilities to 
be incorporated in the new build- 
ing. 

That this need for cooperation 
extends to the various department 
heads is illustrated in the following 
expression, 

“The administrative executives 
of the hospital can be most helpful 
to the architect by giving him a 
full measure of their time, and ar- 
ranging that the various depart- 
ments do likewise, furnishing the 
architect with all the information 
as to their needs. 

“The administrative executives 
should carefully scan the depart- 
mental requests for space so as to 
eliminate extravagant demands. 
Unless the hospital administrative 
executive assumes a hard-boiled at- 


titude toward excessive space re- 
quests from the various depart- 
ments, it is very difficult for the 
architect to keep overall planning 
within budget limits.” - 

Where the hospital executives 
have not been able to arrive at a 
specific conclusion on the details 
of needed facilities, it is also sug- 
gested that the architect be given 
access to hospital records and in- 
formation bearing on local atti- 
tudes. 

The following suggestion carries 
out this thought: “If the admin- 
istrative executives of the hospital 
will give the architect access to 
their records for several years, he 
can, before starting sketches, make 
a series of studies to show bed oc- 
cupancy, demand for private, sem1- 
private and ward accommodations, 
and similar data to arrive at an 
estimate of future needs. For this 
study the architect will also require 
local population and birth figures, 
a brief analysis of the character of 
the population, and a description 
of hospital facilites in the sur- 
rounding areas.” 

The place of the hospital admin- 
istrator in the mechanics of plan- 
ning is described by a middle- 
western architect in the following 
paragraph: 

“The administrator alone rep- 
resents, in his person, the owners 
and users of the hospital; he alone 
has complete knowledge of all the 
operations peculiar to his hospital. 

“His advice and views should be 
available from the inception of the 
project; he should be empowered 
to carry out the wishes of the board 
of trustees and his advice to them 
about such matters should be re- 
spected. He is the liaison officer be- 
tween the board, medical staff, and 
the architect. 

“If the administrator is to be 
successful in this role, he must 
keep his own prejudices in the 
background and endeavor to tem- 
per the prejudices of others, to the 
end that he may act as an impartial 
clearing house of information and 
requirements. All efforts should be 
coordinated to secure a_ building 
convenient, well arranged, and 
with a maximum of accommoda- 
tions but a minimum of mainte- 
nance cost.” 

Similar dependence upon the ad- 
ministrator, but an arrangement 
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that to some extent ameliorates the 
serious responsibilities of the indi- 
vidual, is suggested in the follow- 
ing statement: 

“The atchitect can be most ably 
assisted through the establishment 
of a small, working, building com- 
mittee of not more than three per- 
sons (preferably fewer), who will 
stand between the architect and 
the hospital staff. The building 
committee should include the ad- 
ministrator of the hospital. He 
should see to it that the idio- 
syncrasies of individuals in such 
matters as recommended equip- 
ment, areas, locations, and arrange- 
ment details are not permitted to 
impose upon proper arrangement 
with adverse effect on the plan as 
a whole. 

“The hospital consultant can be 
of inestimable value in preventing 
such unbalanced arrangements. 
The employment of a professional 
consultant is advantageous to the 
architect since he often finds him- 
self at a disadvantage in arriving 
at agreements with members of the 
medical staff. 


“Ample time for study should be 
given in the early stages of plan- 
ning, in the interest of preventing 
costly changes and delays during 
the working drawing stage, or more 
costly mistakes of the kind not dis- 
covered until the new building is 
in operation. This need for plan- 
ning time should be made clear to 
the members of building commit- 
tees, trustees of the institution, and 
the public as well.” 

One aspect of cooperation that is 
seldom mentioned was suggested 
by a Chicago architect, who said, 
“The administrative executives of 
hospitals should not fail to educate 
the employees and various person- 
nel to the proper use of the new 
facilities available in any new 
building.” 

The experience of many admin- 
istrators indicates that proper ori- 
entation of personnel in the use of 
newly provided facilities will elimi- 
nate much costly inefficiency in the 
first weeks of operation. 

Fairly unanimous are the expres- 
sions as to the most important con- 
sideration in the selection of a con- 





tractor. These are generally liste 
as business integrity, financial st: 
bility, construction knowledge an: 
experience, organizing ability an | 
detailed knowledge of availab!- 
sources of labor and materials. 

One architect says, “We belie\<¢ 
competitive bids are the on\\ 
means through which a board may 
be certain it is buying its projet 
at the proper and lowest prices, 
that is at the market price, except 
in the case of a private individual 
or individuals spending their own 
money. Bidders should be selected 
by the architect ‘from contractors 
with whose work he is familiar and 
whom he knows to possess the es- 
sential qualifications—integrity, ex- 
perience and skill.” 

Another architect arrives at a 
similar conclusion as follows: “The 
most important consideration in 
the selection of a contractor is his 
proven ability to produce the high- 
grade workmanship and material 
necessary to a satisfactory building; 
this factor is followed closely by 
the measure of integrity and finan- 
cial standing.” 


The Utility Area as a More Efficient 
NURSING CARE WORKSHOP 


UCH Has already been written 
M on the subject of the utility 
room, but attempts should be con- 
tinued to improve the type of serv- 
ice rendered by this area of the hos- 
pital in order to simplify procedure 
and to cut down the nurses’ steps. 
It is with this in mind that the pres- 
ent material is submitted as a fur- 
ther endeavor to improve this very 
vital area of a nursing floor. 

The particular plan developed 
here is for a multi-story hospital 
with a central core and converging 
wings. The utility room is placed at 
the intersection of two wings op- 
posite the nurses’ station, and the 
bedroom wings are so arranged that 
there is visual control of each wing 
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from the nurses’ station. All rooms 
have toilet units opening out of the 
room, and on floors which have 
multi-bed rooms, a treatment room 
is provided. The nursing unit 
served by one utility room varies 
from 26 patients in private rooms to 
46 patients in multi-bed rooms. 

A very definite advance was made 
in utility room layout when the 
various separate utility rooms were 
grouped into a single room which 






was divided into two parts; namely, 
the soiled and clean sides. Some in- 
stances occur where the room is 
divided into more than two parts, 
but on a somewhat different basis 
than presented here. This plan di- 
vides the utility room into four 
functional areas, each of which can 
be entered directly from the focal 
point of the room. 

A general utility area, where most 
of the activities of this room take 
place, is conveniently located be- 
tween doors to each wing so that a 
nurse can have immediate access to 
it without going into the other 
space. Opposite the general utility 
is the clean area of the room, with 
the soiled area on one side and the 
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linen room area on the other. It 
seems that this subdivision will 
greatly simplify the procedure of 
work in the utility room and will 
save many nursing steps and fur- 
nish much more adequate service 
to the patient. 

In the general utility area will be 
stored such utensils as pitchers, 
basins of various types, pails, bot- 
tles and general supplies such as 
compresses, ice bags (in refrigerator 
unit), mouth washes, rubbing al- 
cohol and the like. Here the nurses 
will prepare the most frequent 
treatments which do not require 
sterile material. 


In the clean area will be stored 
all sterile goods, including solu- 
tions, treatment trays, dressings, or- 
thopedic supplies, hypodermics and 
kindred articles. The medicine sta- 
tion is also in this area. The treat- 
ment care will be kept here with a 
sink and work counter adjacent to 
it; nearby will be a high pressure 
sterilizer and a warming cabinet in 
which solution flasks will be kept. 


In the soiled area will be stored 
such things as douche pans, pitchers, 
enema cans, sputum cups, specimen 
boxes and bottles. Included in this 
area are a sink and work counter. 
There will be a soiled linen bag to 
collect individual pieces as they ac- 
cumulate. Soiled dressings, for ex- 
ample, either will be collected in a 
can or chuted directly to an in- 
cinerator. It should be noted in re- 
gard to this area that in this par- 
ticular case the bed pans will be 
washed and stored in the toilet 
units provided off all patient rooms. 

Sterilizing will normally be done 
only following the discharge of each 
patient. The high pressure sterilizer 
located between the soiled and 
clean areas will take a special rack 
holding several bed pans. 

Specimens will be kept in a sec- 
tion of the refrigerator unit and dis- 
patched to the laboratory for anal- 
ysis, either by a pneumatic tube 
system in proper container or by a 
small conveyor system. 

The method of handling and stor- 
ing linen has been studied with the 
idea that the trucks containing the 
daily linen supply for each nursing 
unit will be loaded at the laundry. 
These trucks would be dispatched 
to the floor on the regular service 
elevators and parked in spaces fur- 


44 





nished in the linen’side of the util- 
ity room so that they can be avail- 
able to be transported to the 
patient area, as the material is re- 
quired in the rooms. When the 
trucks are emptied, the orderly serv- 
ice will return them to the laundry 
for the next day’s loading. 


Space for storage of rubber goods 
and an ample supply of reserve 
linen for emergency cases is pro- 
vided. Soiled linen will be either 
bagged as beds are changed and put 
down. the laundry chute, or ac- 
cumulated in the utility room in a 
bag which will go down the chute 
when full. Individual pieces of 
laundry are not sent down the 
chute. 


Simplified Handling 


The chute will be arranged in 
such a manner that a bag can easily 
be slid from the floor into the chute 
and dispatched to the collecting 
area. This eliminates the likelihood 
of soiling the chute itself and sim- 
plifies the handling of the soiled 
linen at the lower level, as the bags 
are simply picked up and taken to 
the laundry sorting area. 


The subdivision of the utility 
room into these several areas per- 
mits different types of service to be 
carried on efficiently and without 
confusion. The room is easily su- 
pervised, and we believe that it will 
function much better than a normal 
utility room divided into only two 
parts. When a nurse comes to the 
utility room, she generally brings 
something to be disposed of or to 
be replenished, and she returns 
from the room with fresh supplies, 
fresh linen, medication or treat- 
ment. It can be easily seen that her 
course through the utility area in 
fulfilling these duties is simple, easy 
and direct. 


It is further planned to capitalize 
on the advantages inherent in a 
vertical type of building and to fur- 
nish the same quality of service to 
the patient via the utility room that 
is provided by rapid elevator serv- 
ice to the rest of the building and 
also to eliminate as much orderly 
service about the building as pos- 
sible. A good sized dumbwaiter 
which directly connects all utility 
rooms with the central supply area 
will carry all supplies, including 
medicine, treatment trays, and other 





efficient utility area. 





items normally dispatched to thie 
nurses’ station and which must jhe 
taken to the utility room to pre. 
pare. Only such cumbersome equ:p- 
ment as oxygen tents or splint 
racks is excluded, since these must 
of necessity be carried on the rg- 
ular service elevators. 

It has been argued that to place 
all supply at this point would re- 
quire constant supervision of the 
utility room to control and receive 
supplies when they arrive. How- 
ever, the bulk of daily supplies can 
be handled on a scheduled time 
basis and an orderly could receive 
and store supplies, moving from 
one nursing unit to another. There 
will be a signal system which, on 
arrival of the dumbwaiter, will light 
a light at the nurses’ station so lo- 
cated that a nurse may see from 
either room corridor when mate- 
rial has arrived at the utility room. 

An automatic unloading device 
will deposit supplies at the desig- 
nated floor and thus leave the 
dumbwaiter free to return to cen- 
tral supply for another load. This 
feature would eliminate the argu- 
ment that if the dumbwaiter is not 
immediately unloaded, it will block 
the entire system. 

It is our belief that the advantage 
of having all supplies arrive at a 
central point more than overcomes 
incidental objections and that this 
system will reduce to a great de- 
gree the necessity of frequently dis- 
patching orderlies with materials 
which cannot be carried on the 
small dumbwaiters usually located 
at the nurses’ station. Such an ar- 
rangement should tend to cut down 
the amount of orderly service re- 
quired and should speed up the dis- 
patching of all items out of central 
supply as well as maintain better 
control. 

The purpose of the study pre- 
sented here is to bring about the 
development of an area which will 
be most efficient and will eliminate 
as far as possible the retracing of 
steps and the confusion which often 
exists in a room which is not specifi- 
cally laid out for each type of op- 
eration. We believe that the or- 
ganization of the four functional 
areas, the truck method of supply- 
ing and storing linen, and the di- 
rect supply service for almost all 
supplies, help in producing a more 
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Educational Leadership May Hinge on 





THE NURSES’ RESIDENCE 


HE DEVELOPMENT Of nursing as a 
i aden in America, during 
the last few decades, has been so 
rapid that it has attained a compar- 
able standing with other profes- 
sional schools in regard to faculty, 
curriculum, and selection of stu- 
dents. This has been due largely to 
the energy of educators in nursing, 
and only recently have the govern- 
ing boards of hospitals and hospital 
administrations been awakened to 
the contribution made by the nurs- 
ing profession in the care of the 
sick. 

This understanding has caused 
those hospitals undertaking to op- 
erate schools of nursing to set for 
themselves the task of maintaining 
adequate teaching facilities includ- 
ing classrooms, laboratories, offices 
and a library such as colleges offer 
their students. 


The nurses’ residence quite often 
is not only the dormitory home of 
the students, but contains the edu- 
cational units as well. Members of 
the board of managers, nursing ed- 
ucators and hospital administrators 
are becoming more keenly aware 
that the school chosen by the pro- 
spective student nurses will be the 
one which offers inviting recrea- 
tional and living accommodations 
as well as adequate educational 
facilities. 

The environment which students 
are invited to share for their three 
years in training is indicative of 
the organization’s philosophy of 
education. Recognition that the so- 
cial life and personal development 
is of great importance to profes- 
sional preparation should be re- 
flected in the planning of the 
nurses’ residence and the school of 
nursing’s educational facilities. 


it is safe to predict that within 


Dr. Wilson is superintendent of the 
Hospital of the Protestant Episcopal 
hurch, Philadelphia. 
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- the next few years those hospitals 


which wish to maintain their 
schools of nursing in the now high- 
ly competitive field of nursing edu- 
cation can do so only by providing 
suitable living and educational fa- 
cilities. Those hospitals which fail 
in this respect will soon find them- 
selves with deteriorating schools of 
nursing, and as a result the nursing 
service in hospitals will suffer un- 
less some other means are found to 
provide the care essential to pa- 
tients now made complex by the 
rapidly developing medical profes- 
sion. 

The board of directors of the Wil- 
mington General Hospital, fully 
aware of this condition, in 1928 
built a nurses’ residence that would 
meet the requirements of nursing 
education. At the time it was built 
adequate educational and living ac- 
commodations were provided. Sin- 
gle rooms were planned with bath 
and toilet facilities for every two 
students; comfortable, attractive 
and spacious sitting rooms as well 
as desirable classrooms and labora- 
tories were included. 


With the growth of the hospital 
and the growth of its school of 
nursing, the board of directors 
found that this nurses’ residence, 
which had been so well planned 
and built, was too small with the 
inevitable result that two nurses 
lived in a room built to accommo- 
date one. Solaria that were convert- 
ed into dormitories and classrooms 
were crowded. These conditions 
forcibly brought to the attention 
of the board the urgent necessity 
of enlarging the nurses’ residence 
and its educational facilities. 





Another unit is to be added to 
the nurses’ residence which will be 
larger than the original residence, 
and will provide single bedrooms, 
with bath and toilet for every two 
girls, to meet present needs with a 
number of reserve bedrooms for 
possible increase in the student en- 
rollment. 


The basement floor of this unit, 
which will be above ground on 
three sides due to the contour of 
the land on which it is located, con- 
tains the laboratory for nursing arts 
complete with lecture room, a ward 
pantry, utility rooms, nurses’ sta- 
tion and linen closet. 

By means of folding doors be- 
tween the lecture room and the lab- 
oratory for nursing arts, the entire 
space may be used as one or two 
rooms as desired. Every facility is 
located in this laboratory that will 
be found on a hospital division 
where patients are accommodated 
—even to curtains which can be 
drawn around a bed to insure pri- 
vacy for a treatment or an exami- 
nation of a patient. 

This floor also contains a dietetic 
laboratory of sufficient proportions 
to provide working space and in- 
struction for one-half of the esti- 
mated number of students admitted 
in any class. Students will work in 
pairs and for each pair a complete 
unit is provided including table 
space, sink, range, cupboards and 
all necessary equipment. Across the 
corridor from the dietetic labora- 
tory is a second classroom. 

The first floor provides a chem- 
istry laboratory fully equipped for 
the use of the entire class with a 
complete work table and all needed 
equipment for each two students. 
The third classroom in this new 
unit is adjacent to the chemistry 
laboratory and another room desig- 
nated as a conference room has 
been provided which may be used 
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as a classroom should occasion arise. 
The reference library is located on 
this floor. It has reading tables to 
accommodate 24 students and book 
shelves of adequate proportions for 
several hundred volumes. 

The auditorium will accommo- 
date the entire student body and 
guests. It will be used for general 
assemblies, capping exercises, grad- 
uation and dances. So that its use 
will be flexible, a dressing room is 
provided off stage; a pantry is adja- 
cent for serving refreshments; a coat 
room for guests and men’s and 
women’s toilets have been conven- 
iently located. 

The first, second and third floors 
connect by a corridor with the pres- 
ent unit of the nurses’ residence. 
The second, third and fourth floors 
contain the living accommodations 
for the students and some of the 
faculty members. Each student will 
have a single room, completely fur- 
nished, and will share with another 
student a bathroom thus providing 
lavatory, bathing and toilet facili- 
ties for every two students. The 
faculty members will have suites of 
rooms containing a living room, 
bedroom and bath. 

Careful attention has been given 
to providing adequate closet space 
for each individual. The second 
floor contains a large living room 
with a pantry adjacent for the in- 
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formal use of the students who do 
not wish to go to the living room 
in the residence. 

The roof of the building is flat 
and surrounded by a parapet wall. 
A pent house is conveniently locat- 
ed on the roof and contains a pan- 
try, toilet facilities and storage space 
for deck furniture. It is planned to 
use the roof for parties and dances. 
During the day it may be used for 
sun bathing, lounging under deck 
umbrellas or other recreational ac- 
tivities. 
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Provisions have not been made in 
the new addition for spacious living 
rooms, as those provided in the orig 
inal building were of such size tha: 
duplication was not felt necessary. 
The same is true of certain class- 
rooms and laboratories not includ- 
ed in the new addition. 

The exterior of the building wii! 
be brick matching the other unit. 
Precast stone will be used for trim- 
ming. The window frames will be 
metal and slate will be used for the 
window sills. Acoustical treatment 
will be applied to the ceilings of the 
classroom and corridors. Cork floor- 
ing will generally be used in corri- 
dors, classrooms and bedrooms. The 
wood trim will be birch and the 
hardware will be white metal. In 
general, the standard of the mate- 
rials used will be that which will 
provide comfort and be durable 
with the minimum of maintenance. 

When the new addition is com- 
pleted the nurses’ residence will ac- 
commodate 109 nurses with each 
one having a single room, thus pro- 
viding living accommodations, edu- 
cational and recreational facilities 
with which students and parents 
will be happily satisfied. The addi- 
tional units are adequate and so 
thoroughly equipped that a sound 
educational program can be main- 
tained. 

The board of directors has paid 
careful attention to the selection of 
the director of nursing and the fac- 
ulty so that the school of nursing 
of the hospital will meet all re- 
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uirements in nursing education 
and will be one of the schools in the 
United States to maintain its posi- 
tion in the rapidly developing com- 

etitive field of nursing education. 

W. Samuel Carpenter III, is chair- 
man of the Building Committee of 
the Board of Directors. Besides this 


new unit to the nurses’ residence, 
plans are being developed to re- 
model one wing of the hospital and 
add a new addition to it to accom- 
modate a new kitchen with neces- 
sary storerooms, dining rooms, clin- 
ical laboratories, operating rooms, 
central supply room, and the de- 





partment of physiotherapy. 

When the building program is 
completed, the hospital will con- 
tain all necessary service units so 
thoroughly equipped that it will 
satisfactorily meet the service needs 
of its community. 


Basic to Sound Expansion Planning Is 
the COMMUNITY INVENTORY 


HE TREMENDOUS PROGRAM Of hos- 
pe expansion now being con- 
templated throughout the United 
States emphasizes more than ever 
before the necessity of taking an in- 
ventory of the community and proj- 
ecting any building expansion on 
the basis of a well thought out pro- 
gram. The first step in a new com- 
munity venture is to create sincere 
interest and abounding enthusiasm 
for the project. This particular step 
at the moment is the one which 
seems to need very little attention 
from the surveyor. 

The second step concerns itself 
with a community survey and calls 
for a person experienced in the hos- 
pital field. The following thoughts 
will be concerned entirely with the 
community survey. 

Frequently a survey is initiated 
by citizens with hospital interest 
and enthusiasm, and unfortunately 
at times is requested with the earn- 
est desire —if not a demand — to 
prove that the enthusiastic ideas of 
the people asking for the survey are 
correct. The surveyor who starts his 
work with preconceived new hospi- 
tal construction in mind will usu- 
ally fall far short of his objective, 
which should be a recommendation 
to do or not to do. 

In analyzing a community one 
must first determine the size of pop- 
ulation to be served. This figure 
should be determined for the entire 
metropolitan area involved and 
should also take into consideration 
a percentage of the surrounding 
smaller communities. It is very sim- 
ple to determine the hospital pop- 
ulation of the metropolitan area, 
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since this figure is frequently avail- 
able at the office of the Chamber of 
Commerce, and because the entire 
population is involved there is sel- 
dom an error in computing this 
figure. 

The percentage of the population 
in nearby smaller communities is 
a more perplexing problem since 
there are so many factors govern- 
ing the direction taken when med- 
ical and hospital care are needed. 
In some surrounding communities 
there will be found very small hos- 
pital units which might be consid- 
ered health centers. Such facilities 
take care of the doctor’s need for 
minor surgery plus uncomplicated 
obstetrics. 

The use of such facilities will be 
largely dependent upon the skill 
and success of the local physicians. 
I have visited almost identical com- 
munities and found in one tremen- 
dous confidence on the part of the 
population in its local doctor while 
in the other the local physician did 
not stand in high regard and was 
used only when it was impossible to 
go elsewhere for medical care in 
sufficient time. It may readily be 
seen that two such communities 
will have opposite effects upon the 
need for beds in the metropolitan 
center. 

In contrast to this type of sur- 
rounding community we find other 
communities equally as near to the 
metropolitan center and of the same 
size with no health facility of any 
type. Such a community will have a 


third type of effect on the metro- 
politan center since not only will 
the patients needing major surgery 
find their way to the city but prac- 
tically every other type of patient 
needing hospital care will find his 
way there. 

The United States Public Health 
Service and other authors have out- 
lined the ideal distribution of 
health centers, intermediate type 
hospitals and large hospitals. While 
this is an ideal goal, if one stays in 
contact with reality it is. perfectly 
evident that such a network of in- 
stitutions will never exist without 
sizable federal funds. In such an 
instance the surveyor is faced with 
the problem of a metropolitan area 
planning to build but completely 
unwilling, and understandably so, 
to invest any of its funds in a health 
center in some nearby rural area. 
It is also evident to the surveyor 
that such an area will never be able 
financially to construct or support 
its own center. The surveyor is then 
torn between the two points—name- 
ly, the ideal and on the other ex- 
treme facing reality. 

A surveyor working during the 
next six months or year should keep 
in mind that certain rural commu- 
nities have been without physicians 
and have a larger number of pa- 
tients gravitating to the metropoli- 
tan areas than will be the case when 
well trained -young physicians re- 
turn to their country practices. 

In one western city the author 
spent considerable time in arriving 
at what percentage of the surround- 
ing population should be included. 
After conferring with local physi- 
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cians to determine the amount of 
work received, and with rural phy- 
sicians to determine the number of 
patients referred, and considering 
geographical barriers, a figure of 50 
per cent of the surrounding popula- 
tion was used as a basis to deter- 
mine need for hospital beds in the 
metropolitan hospitals. 

The surveyor, in addition to 
studying population figures, should 
survey the number and quality of 
physicians in the area. Of particu- 
lar importance to him should be the 
number of trained specialists found 
in the metropolitan area. The au- 
thor has found in two western com- 
munities patients being referred not 
only from the surrounding com- 
munities, but from the area itself 
to other centers from two to five 
hundred miles away, in order to se- 
cure the services of a specialist in a 
given field. 


May Find Gaps 


If the surveyor takes the past ex- 
perience of the metropolitan hos- 
pitals as his guide, it is possible that 
he may find, for instance, practical- 
ly no urology being practiced and 
if he will look further he will find 
that there is no trained urologist in 
the community. It will frequently 
be evident to him that there are a 
sufficient number of people in and 
surrounding the community to war- 
rant the location of a specialist in 
urology. 


Unfortunately it frequently takes 
the building of a new modern facil- 
ity to attract specialists and a sur- 
veyor should keep this in mind and 
should plan that every metropolitan 
area of 15,000 or 20,000 population 
should have provision for specialists 
in all the fields. 


The major problem in any sur- 


vey, particularly in those cases 
where expansion is necessary, will 
be how many additional beds are 
needed in the community. In re- 
ferring to the literature one will 
find sufficient figures to adequately 
confuse him and they will run from 
as low as 2.5 beds per thousand 
population to 11.1 beds per thou- 
sand urban population. Or if one 
draws upon a more current figure 
he will see that the experience in 
our prepaid hospital plans would 
indicate that provision should be 
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made for an average of over one 
hospital day per year per member. 

It should be realized that where 
the greatest number of subscribers 
exist the hospitals in those commu- 
nities during the past year have 
been so crowded that certain hos- 
pital admissions are delayed or 
never occur, and that others who 
are admitted have their hospitaliza- 
tion reduced because of this short- 
age of beds. Therefore the surveyor 
will realize immediately that the 
experience of the past year or so 
may not be considered as a safe fig- 
ure to base his recommendations 
upon. It also must be realized that 
widespread coverage by prepaid 
hospital insurance may lead to a 
hospital utilization that at the pres- 
ent time cannot be visualized. 


When one considers that in 
1935, 36.9 per cent of the babies 
born in the United States were born 
in hospitals and that this figure had 
risen in 1943 to 72.1 per cent, it is 
evident in the field of obstetrics that 
birth in the hospital is becoming 
more popular each year, The sur- 
veyor, however, can never take na- 
tional averages and apply them to 
local communities, which is ade- 
quately demonstrated by the fact 
that in Mississippi 15.8 per cent of 
all births occurred in hospitals 
while the figure in Connecticut rose 
to 89.4 per cent. ‘The surveyor 
should constantly keep in mind 
what state he is working in and par- 
ticularly what city within that state. 
Local experience and custom must 
be given considerable weight in the 
final decision. 


Another trend which must be 
taken into consideration in all hos- 
pital surveys is the increase in the 
expectation of life at birth. Figures 
quoted by the Metropolitan Life 
Insurance Company indicate that 
in the decade between 1879 and 
1889 the expectation at birth was 34 
years, while in 1944 this figure had 
jumped to 64.4. We must keep in 
mind that with this increase in the 
expectation of life, many of the chil- 
dren who have been able to survive 
diabetes, diphtheria and whooping 
cough will now live long enough to 
develop gallstones, kidney stones 
and heart disease. The ultimate ef- 
fect on hospitalization of this in- 
creased longevity has not yet been 
realized. 


It should also be borne in mind 
that we will have a greatly increasc«| 
pediatric problem, because of the 
increased birth rate which has every 
indication of remaining high. Thc 


‘need for pediatric facilities will be 


greater during the next 10 to i5 
years than ever before. With this in 
mind every surveyor should try to 
determine in his own mind the age 
of the community. This is perhajs 
best done by consulting the school 
departments and cataloging infor- 
mation regarding the number of 
children in each grade in the school 
system. 


Should Be Objective 


One of the most important points 
for a successful survey is that the 
surveyor remain completely objec- 
tive during his work and that he 
make it clear to all people securing 
his services that he will study the 
problem and give an honest opin- 
ion even though that opinion may 
be unfavorably received by those 
people financing his services. If such 
an agreement cannot be reached the 
survey work should not be accepted. 
It is very well during the field work 
of a survey not to come to any con- 
clusions but to continuously collect 
opinions, statistics, information and 
the like. The written report and 
recommendations are best prepared 
after the surveyor leaves the com- 
munity and returns to his home 
office. 

No survey is complete unless 
every possible source of informa- 
tion and opinion is sought. A few 
sources of such information are sug- 
gested but not in any way to in- 
dicate that this list is complete or 
to eliminate the fact that in cer- 
tain communities there may be par- 
ticular sources of information which 
do not exist in others. The author 
has found that in a survey, if the 
hospital facilities are left until the 
last, the survey of that particular 
portion of the community has been 
more revealing if prior contacts are 
made with the chamber of com- 
merce, department of education, 
state hospital survey committees, 
visiting nurse association, county 
dental society, county medical so- 
ciety, health officer, service clubs, 
banking interests, church groups, 
state hospital association and_ re- 
gional or local public health service. 
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It is well, where sufficient time is 
available and the community is not 
too large, for the surveyor to visit 
all patients being hospitalized. At 
times it is revealing to find that a 
certain percentage of the patients 
represent chronic and long-term 
convalescent cases. Such a_ fact 
should not influence the building 
of acute hospital beds for such mem- 
bers of the community. If this per- 
centage is large enough and if the 
community is large enough, consid- 
erable thought should be given to 
separate wings for this type of care. 


Interest Is Stimulated 


Frequently community interest 
and enthusiasm are stimulated as a 
manifestation of dissatisfaction with 
existing services. Such dissatisfac- 
tion at the present time may be 
caused by more than one factor— 
first, and the one which I am sure 
is in the mind of every hospital ad- 
ministrator at the moment, would 
be the result of those factors beyond 
our control: scarcity of personnel 
and supplies which prevented us 
from rendering the highest grade 
hospital service possible. 

It is the duty of every surveyor to 
point out this particular factor to 
the community and the author 
knows no better way than to relate 
to the local community the prob- 
lems the surveyor has found in his 
own hospital and in other commu- 
nities which he has surveyed. Com- 
plaints based upon this particular 
factor are in no way justification for 
large expenditures of money in es- 
tablishing new competitive institu- 
uons. 

All too frequently today dissatis- 
faction is caused by antiquated hos- 
pital facilities. This particular mat- 
ter calls for a replacement rather 
than an expansion program. It is 
especially interesting at the moment 
to find how inadequate certain of 
the central services are and how, be- 
cause of bed expansion within an 
existing building, such central space 
has been squeezed down to an in- 
adequate minimum. I have had the 
Opportunity to see operating rooms 
still functioning in hospital wings 
more than 60 years old. During that 
period of time poorly planned patch 
types of improvements were made 
in the existing operating rooms 
wiih the result that only major ren- 
Ovations would now be financially 
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advisable in such ancient structures. 

Such inadequate operating facili- 
ties may tend to focus the attention 
of surgeons on other inadequacies 
but their inability to see the entire 
picture may unconsciously project 
their dissatisfaction to the entire 
service. It is my candid opinion 
that at the moment we need nearly 
as much replacement of hospital 
facilities as we do hospital expan- 
sion. 

Medical staff organization has in 
many instances become a war Cas- 
ualty. This inevitably leads to dis- 
cord and dissatisfaction, which may 
find its outlet in unjust criticism of 
hospital service. Every hospital 
needs a strong united staff to do its 
best job. The surveyor at times oc- 
cupies an enviable position in eval- 
uating such problems and recom- 
mending solutions. 

Over-hospitalization should haunt 
every surveyor. Now is the time for 
the expert to hold the community 
down to a reasonable program. Lo- 
cal optimism and local pride all too 


often cause a community to proph- 
esy tremendous postwar growth of 
population and industry. I have ex- 
perienced the same optimism in 
three widely separated communities. 


Where Advantage Lies 


The existence of three or four 
small hospitals in a city at the pres- 
ent time should impress every sur- 
veyor with the importance of point- 
ing out to the community the 
advantages of larger hospitals. It 
becomes evident that new hospitals 
have been built in the past to sat- 
isfy personal desires of small groups. 

To summarize—the survey should 
be objective, hospital population 
should be determined, the quality 
of medical staff evaluated, chang- 
ing trends considered, all sources 
of information explored, replace- 
ment should not be confused with 
expansion, convalescent and chronic 
need should be measured, dis- 
satisfaction with existing facilities 
weighed and the advantages of size 
outlined. 


A QUALIFIED ARCHITECT 


Will Help to Prevent Waste and 
Confusion 


HE CONSTRUCTION of a hospital 
Ti dependent upon proper plan- 
ning, and in this light it is essential 
that an administrator faced with 
the responsibilities of spending 
large sums of contributed money 
have associated with him an archi- 
tect who can understand the corre- 
lation and functioning of the inter- 
related departments. This knowl- 
edge can only be gained from years 
of experience in designing similar 
institutions. The architect must be 
able to grasp the significance of a 
qualified administrator’s ideas and 
lean toward the practical rather 
than the aesthetic side. The hospi- 
tal can and must function as a co- 
ordinated institution rather than a 
creation of inexperienced planning. 
Too many times in the past, ad- 
ministrators have been embarrassed 
and chagrined to be compelled to 
become associated with the local ar- 
chitect, who has not by training and 


“experience been able to realize that 
the designing of a hospital is go 
per cent functional and 10 per cent 
architectural engineering. 

It is not sufficient that an archi- 
tect be familiar with the primary 
plans and general rules of archi- 
tecture, but also necessary that he 
be conversant in the more intimate 
details of hospital construction. The 
American Hospital Association has 
an increased responsibility to its 
membership to aid and assist them 
in any problems related to hospital 
administration, and in the estab- 
lishing of the Hospital Architects 
Qualifications Committee, they are 
merely following the precedent set 
by other organizations which pro- 
vide similar advice and. counsel to 
their respective memberships. — 
Grorce D. SHEATS, administrator, 
Baptist Memorial Hospital, Mem- 
phis. 
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Initial Roster of Hospital Architects 





APPROVED BY ASSOCIATION 


7, ROSTER Of hospital archi- 
tects approved by the Ameri- 
can Hospital Association is here- 
with presented in its initial form. 
This roster has been compiled after 
study of the individual architect’s 
qualifications by the Association’s 
Hospital Architects Qualifications 
Committee. The exceptions to this 
procedure are the architects whose 
interest in hospital design had 
prompted them to seek member- 


ship in the Association before 
adoption of the program early in 


1945- 


The roster has been created in. 


accordance with a program adopted 
by the American Hospital Associa- 
tion which reads in part: 


“In furtherance of its aim to promote 
the sound designing of hospitals and to 
facilitate the selection of specialized archi- 
tectural talent and counsel for the many 
hospitals in the United States and Canada, 
the American Hospital Association will: 


“Extend to architects of proficiency in 
hospital design and good standing in their 
community an invitation to become as- 
sociate personal members; 

“Will promote the general practice of 
engaging hospital architects of established 
qualifications for the design of hospitals 
or as consulting architects to supplement 
the services of architects lacking specialized 
knowledge of hospital requirements; 

“It is the basic intention of this program 
to admit to membership the largest pos: 
sible number of qualified architects. The 
qualifying procedure will give recognition 
to every architect able to demonstrate his 





ROSTER OF HOSPITAL ARCHITECTS APPROVED BY THE AMERICAN 


Francis V. Bulfinch—Coolidge, Shep- 
ley, Bulfinch and Abbott, 122 
Ames Building, Boston. 

Charles Butler—Charles Butler, Rob- 
ert D. Kohn and Addison Erd- 
man, 56 W. 45th Street, New 
York 19, N. Y. 

Charles Crane—Crane and Stephens, 
415 Lexington Avenue, New York, 
a ae A 

Thomas H. Creighton—43 Hamilton 
Place, Douglaston, N. Y. 

Carl deMoll — The Ballinger Com- 
pany, 105 S. 12th Street, Phila- 
delphia 7. 

Roscoe P. DeWitt—406-7 Gulf States 
Building, Dallas 1, Texas. 

Harry Duckworth — 711 
Street, Scranton, Pa. 

James R. Edmunds Jr.—409 Calvert 
Building, Baltimore g. 

Thomas F. Ellerbe—Ellerbe and 
Company, E1021 First National 
Bank Building, St. Paul 1, Minn. 

Carl A. Erikson—Schmidt, Garden 
and Erikson, 104 S. Michigan 
Avenue, Chicago 3. 

G. Corner Fenhagen — Buckler and 
Fenhagen, 325 N. Charles Street, 
Baltimore 1. 

Arthur A. Fisher—Fisher and Fisher, 
827 Denver National Building, 
Denver 2. 

Fred R. Hammond — Jamieson and 
Spearl, 1696 Arcade Building, St. 
Louis 1. 


Linden 
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H. Eldridge Hannaford — Samuel 
Hannaford and Sons, 1024 Dixie 
Terminal Building, Cincinnati 2. 

George S. Holdernness—Eggers and 
Higgins, 542 5th Avenue, New 
York 19, N. Y. 

Myron Hunt—Myron Hunt and H. 
C. Chambers, 124 W. 4th Street, 
Los Angeles 13. 

W. P. Johnson—Meyers and John- 
son, Commerce Building, Erie, 
Pa. 

William Kaelber—Wm. G. Kaelber 
& L. A. Waasdorp, 311 Alexander 
Street, Rochester 7, N. Y. 

Arthur S. Keene—Keene & Simpson, 
15, W. 10th Street, Kansas City 6, 
Mo. 

Frank Latenser — John Latenser & 
Sons, 1307 Farnam Street, Omaha 
2, Neb. 

Joseph D. Leland—Leland and Lar- 
sen, 814 Statler Building, Boston. 

L. H. Lewis—Crow, Lewis & Wick, 
200 Fifth Avenue, New York 10, 
N. Y. 

Edgar Martin—616 S. Michigan Ave- 
nue, Chicago 5. 

Charles Noble — 4484 Cass Avenue, 
Detroit 1. 

George F. Ramey—g19 W. Univer- 
sity Avenue, Champaign, III. 

Robert J. Reiley — 45 West 45th 
Street, New York 19, N. Y. 

Richard Resler — Medical Center, 
Jersey City 4, N. J. 





William A. Riley—Curtin and Riley, 
45 Newbury Street, Boston 16. 
Frank Ellis Rogers—Kendall, ‘Taylor 
& Co., Inc., 221 Columbus Ave- 

nue, Boston 16. 

Isadore Rosenfield 109 West 44th 
Street, New York, N. Y. 

Lewis J. Sarvis—206 McCamly Build- 
ing, Battle Creek, Mich. 

Marshall Shaffer—Senior Architect, 
Hospital Facilities Section, U. S. 
Public Health Service, Washing- 
ton 14, D.C. 

Henry R. Shepley—Coolidge, Shep- 
ley, Bulfinch and Abbott, 122 
Ames Building, Boston 8. 

George Spearl— Jamieson and Spear], 
1696 Arcade Building, St. Louis 1. 

Robert Stanton—Pebble Beach, Cal- 
ifornia. 

Edward Stotz—801 Bessemer Build- 
ing, Pittsburgh. 

Perry W. Swern — Perry W. Swern 
and Associates, 19 South LaSalle 
Street, Chicago 3. 

Harold P. VanArsdall—Samuel Han- 
naford and Sons, 1024 Dixie Ter- 
minal Building, Cincinnati 2. 

Leonard A. Waasdorp—Wm. ©. 
Kaelber & L. A. Waasdorp, 311! 
Alexander Street, Rochester 7, 
N. Y. 

Chester C. Woods — Confederation 
Life Building, 12 Richmond 
Street, Toronto, Ontario, Canada. 
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proficiency in the field of hospital design 
and construction.” 

While the creation of the me- 
chanical details of qualification has 
limited the number of applications 
which might be sought up to this 
time, it is the Association’s inten- 
tion, in accordance with the pre- 
ceding paragraph, to develop as 
rapidly as possible a more exten- 
sive list that will provide better 
geographical distribution and rec- 
ognize a great many more archi- 
tects who have carried to success- 
ful completion plans for the three 
hospitals that are a prerequisite 
of qualification. 

The policy provides that the 
chairman of the Qualifications 
Committee shall be, ex officio, the 
chairman of the Council on Hos- 
pital Planning and Plant Opera- 
tion and that, in addition, the com- 
mittee members shall consist of 
four active hospital administrators 
and four hospital architects who 
are members of the American Hos- 
pital Association. These committee 
members are appointed by the 
president of the Association, who 
in his selection of the architectural 
component is guided by nomina- 
tion made by the president of the 
American Institute of Architects. 
The present composition of the 
committee is as follows: 

Albert W. Snoke, M.D., Grace-New 
Haven Hospital, New Haven, Conn., chair- 
man. Frank R. Bradley, M.D., Barnes 
Hospital, St. Louis; Francis V. Bulfinch, 
Boston; Carl A. Erikson, Chicago; H. 
Eldridge Hannaford, Cincinnati; George 
D. Sheats, Baptist Memorial 
Memphis; Herman Smith, M.D., Michael 
Reese Hospital, Chicago; George Spearl, 
St. Louis; Lucius R. Wilson, M.D., Hos- 
pital of the Protestant Episcopal Church, 
Philadelphia. 

Because the extent of the cur- 
rent roster obviously is not suffic- 
ient to serve the needs of all hos- 
pitals that require architectural 
services, their attention is speci- 
fically directed to the phrase in the 
policy that recommends the em- 
ployment of a qualified hospital 
architect as consulting architect 
to supplement the services of an 
architect not familiar with hos- 
pital requirements. For the hospital 
that cannot secure the services of 
‘an approved hospital architect, 
some aid in arriving at a selection 
can be gained from the study of the 
article, ‘“‘How to Select an Archi- 
tect,” elsewhere in this issue. 
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Hospital, « 


In referring to the roster pre- 
sented herewith, it should be real- 
ized that, because the program is 
in its early stages, many architects 
who have successfully carried 


through the construction of hos- 
pitals have not had an opportunity 
to submit their credentials for ap- 


proval under this program. 


Basing the Blueprints on 
ADEQUATE DATA 


F . genwnvee who in preponder- 
ant numbers agree that hos- 
pital design is more complicated 
than other types of work involving 
equal cost, are also in agreement 
that a major source of this difficul- 
ty arises from a lack of basic data 
for architectural guidance. 


Authority for this statement 
arises out of a survey conducted by 
the Council on Hospital Planning 
and Plant Operation for.. Hos- 
PITALS, in which 116 architects 
familiar with hospital work partic- 
ipated. Most architects believe the 
lack of planning aids to be es- 
pecially pronounced for adjunct 
and service areas. 

This expression of opinion con- 
firms the belief that prompted the 
creation of the Committee on Hos- 
pital Facilities of the Council ou 
Hospital Planning and Plant Op- 
eration. The adjunct and service 
facilities of a hospital are the ones 
to which this committee will devote 
its major attention. These areas of 
the hospital have not heretofore 
been the center of the intensive 
study that has been devoted to 
patient areas, surgical suites, and 
newborn nurseries. 

Questioned on their attitude 
toward the erection of non-fire- 
proof hospitals, 19 per cent of the 
116 architects indicated that under 
some conditions they would con- 
sider the design of a hospital of 
more than one story of other than 
fireproof construction, while 21.5 
per cent emphatically indicated 
that under no conditions would 
they design non-fireproof hospital 
buildings. 





This article has been prepared for 
the Council on Hospital Planning and 
Plant Operation by Roy Hudenburg, 
council secretary. 











Questioned on the degree of com- 
plexity of hospital planning only 
five architects of 112 indicated that 
in their estimation hospital de- 
sign was handled with hardly more 
study than any job involving equal 
costs, while 52 of the answers in- 
dicated an opinion that a number 
of other types of work are equally 
as complicated as hospital struc- 
tures; 55 of the answers expressed 
the opinion that hospital plan- 
ning is more complicated than al- 
most any other type of architec- 
tural design. 

The hospital area that the great- 
est number of architects find 
trouble in planning is that in- 
volving x-ray and laboratory pro- 
visions. The area which architects 
feel they could design with more 
ease if more basic data were avail- 
able is that embracing pharmacies, 


sterilizing facilities and _ central 
supply rooms. 
Forty-eight architects marked 


the x-ray and laboratory provisions 
are being troublesome in design, 
while 50 expressed a need for more 
basic data. While 51 architects ex- 
pressed the belief that planning 
aids for pharmacy, sterilizing and 
central supply facilities would aid 
them in their work, only 37 marked 
this area as troublesome. 

The facilities found by the next 
greatest number of architects to 
be troublesome in design were 
those involving utility rooms, pan- 
tries and similar nursing provi- 
sions; these were found trouble- 
some by 27 architects and by 32 
architects as subjects on which 
more data would be helpful. 

Dietary provisions were a source 
of difficulty for 39, but only 25 be- 
lieved that additional data would 
help solve the problem. 

Surgical suites were a source of 
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planning concern mentioned by 26 
architects, while 27 saw a need for 
planning aids. 

More recommended standards 
for newborn nurseries were felt 
desirable by 19 architects, while 
only 13 felt this area particularly 
troublesome. Last on the list were 
patient areas, which nine architects 
found a source of planning dif- 
ficulty, and only. seven believed 
that study needed be given to 
create more guiding data. 

Because the last five years have 
seen substantial developments in 
the methods and materials that go 
into hospital structures, and_be- 
cause little information has become 
available on the practicability of 
adapting these improvements for 
incorporation into hospital build- 
ing, the architects were requested 
to name what they believed to be 
the most significant features in 
this technological advancement. 


Air Conditioning First 

Air conditioning was mentioned 
most frequently as the subject 
which the hospital administrator 
should request the architect to in- 
vestigate in order that the use of 
outmoded materials or equipment 
might be avoided. 

Of the 116 architects, 42 specific- 
ally listed air conditioning, and of 
this number, one referred to the 
sterilization of air in this connec- 
tion, while three specifically re- 
ferred to electrical precipitation 
dust filters. T'wenty-eight archi- 
tects were specifically interested in 
the current advances in methods of 
heat distribution; 15 called partic- 
ular attention to the possibilities of 
radiant heating. 

In 25, of the answers, lighting was 
mentioned as a_ subject which 
should be given specific study. 
Ultra-violet sterilization lamps; 
sound-absorbing ceilings; simpli- 
fied, pre-fabricated lighting and 
hardware units; electric cooking; 
oxygen distribution, and improved 
paints and floor finishes were 
among other items that architects 
believed should be given study in 
connection with hospital projects. 

Seven of the architects stressed a 
need for studying explosion haz- 
ards when operating rooms are 
being planned. Several of this num- 
ber referred to conductive floor 
coverings for the surgical suites. 


52 





Anyone who has been disturbed 
in the night by the echoing click 
of the switch will appreciate the 
suggestion of one architect for the 
use of mercoid light switches, 
which are silent in operation, in 
patient areas. Another suggestion 
referred to lighter and movable 
partitions, particularly for labora- 
tory and adjunct facility areas 
where space requirements may vary 
during the life of the building. 


Items of a less current nature 
that the architects thought called 
for special study included: Orien- 
tation of the hospital to provide 
south exposures for patient areas; a 
trend toward low structures; the 
advantages of corridors with bed- 
rooms on one side only; and the 
provision of balconies in front of 
bedrooms. These particular sub- 
jects are being given study at this 
time by numerous architects, but 
at the same time are the subject of 
substantial differences of opinion. 


Other pertinent suggestions 
which are not particularly related 
to recent improvements included: 
Elimination of steps at the hos- 
pital’s main entrance, adequate pro- 
vision for access to piping systems, 
and careful study of equipment for 
food distribution. One architect 
called attention to the need for 
investigating possible provisions 
for community diagnostic centers, 
and community or municipal 
health centers in the hospital. 


Further emphasis on the im- 
portance of providing more help 
to the architect in connection with 
adjunct facilities is noted in the 
fact that 14 answers indicated that 
the architect should be particularly 
instructed to study layouts and 
equipment for laboratory and x-ray 
departments and five answers put 
similar stress on the study of the 
central surgical supply system. 

A tabular summary of the var- 
ious answers to the question 
“Under what conditions, if any, 
would you acquiesce to the de- 
sign of a hospital structure provid- 
ing less than totally fireproof con- 
struction?” follows: 


Condition No. Per cent 
Under no conditions ................ 25 21.5 
If limited to one-story and 

with special precautions 26 22.4 
ean ea 28 24.2 
If limited to two-stories with 

special precautions ................ 11 9-5 


Under economic stress of 





ret 1s 111) 1 | ) i ne 9 78 
Temporary low structure ........ 12 10. 
Only after careful study .......... 2 1. 
No answer 2 2.f 

PBOPAR co a 116 100.00 


The special precautions recom 
mended for inclusion in one stor: 
buildings included variously the 
following provisions: The build 
ing be divided by firewalls and 
firedoors; the building be equipped 
with sprinkler system; exits be pro- 
vided so that at least two would 
serve each area ‘of the building; 
the heating plant, kitchen, inciner- 
ator and similar mechanical rooms 
be housed in a separate fireproof 
structure, and the building be con- 
structed either without a basement 
or with a concrete slab for the first 
floor if a basement is to be pro- 
vided. 


Shows Strong Feeling 


The strong feeling of those who 
opposed any type of non-fireproof 
hospital construction is typified by 
the architect who answered that he 
would design a hospital structure 
other than totally fireproof, only 
if “steel were entirely unavailable, 
as in China or Burma.” 


Recognizing the need for typical 
layouts and other planning guid- 
ance, as revealed in this survey, 
the Hospital Facilities Section of 
the U. S. Public Health Service has 
for more than five years been work- 
ing on such material. Marshall 
Shaffer, senior architect of the 
section, has carried forward the de- 
velopment of these standards. His 
recommended layouts and analysis 
of space requirements were first 
printed in Hospirats in July, 1943. 
This material has been reprinted 
and subsequently widely used as 
reference data. 


Since that time recommenda- 
tions for a great many more areas 
of the hospital have been devel- 
oped by Mr. Schaffer and his staff. 
Many of these layouts are being 
reproduced through the coopera- 
tion of the U. S. Public Health 
Service, in the following section of 
this journal. They should prove 
to be of substantial value in help- 
ing to fill the gap so pointedly em- 
phasized by the architects who 
participated in this survey. 
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OF THE GENERAL HOSPITAL 





GREAT DEAL of emphasis has re- 
AS been directed towards the 
building of new hospitals, health cen- 
ters and allied facilities. This trend is 
evidenced by the constant stream of letters from 
urban and rural communities in the United States 
and foreign countries requesting technical assist- 
ance from the American Hospital Association and 
U. S. Public Health Service. In the past, the Hos- 
pital Facilities Section of the U. S. Public Health 
Service has prepared for public distribution sug- 
gested plans for hospitals of various sizes, and for 
hospital units, health centers and allied health fa- 
cilities. However: due to a wide variety of demand 
for elements of the general hospital, the need for 
a more convenient planning guide containing hos- 


pital room details has become apparent. 


The physical requirements of hospital structures 
have changed extensively during recent years. De- 
velopment of new diagnostic and therapeutic meth- 
ods has brought about the need for new facilities 
and new equipment. Broader concepts of both 
public health and hospital service are exerting an 
influence on hospital design. Improved methods of 
hospital administration have created new problems 
to be solved through modern construction. New con- 
struction materials and advances in construction 


design have resulted in basic revisions of building 


plans. 
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In keeping with these advances, the 
Hospital Facilities Section has con- 
ducted a comprehensive study of hos- 
pitals’ needs as the basis for a plan- 
ning guide consisting of a series of designs covering 
80 units and combinations of facilities for a wide 
variety of health services. 


In order to determine the most modern trends in 
hospital and health facility design, innumerable 
consultations were held with doctors, nurses, hos- 
pital consultants, dietitians, hospital architects, 
hospital administrators, technicians, manufactur- 
ers, and officers of the U. S. Public Health Service 
and other agencies. The Public Health Service 
wishes to acknowledge its debt to the above group. 
The American Hospital Association is equally in- 
debted to the Public Health Service for its leader- 
ship in assembling the authoritative information 
necessary to produce such a series as this, the most 
complete of its kind. 


Included in the series are plans for general hos- 
pital units such as adjunct diagnostic facilities, 
administrative, nursing, nursery, surgical, ob- 
stetrics, emergency, service and outpatient de- 
pariments. While the details represent an effort 
to present a schematic approach to major hospital 
elements, the U. S. Public Health Service points 
out that the plans must be altered and adapted to 
specific problems encountered in the design of any 
individual hospital. 
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1. Waste paper receptacle 
2. Executive-type desk 
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3. Executive-type chair 

4. Straight chair, upholstered 
5. Built-in bookshelves 

6. Typist's desk 

7. Typist's chair 
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SECT. 2 . ROOM 8. Filing cabinet 
13 9. Straight chair 
OF a 1 A & q|'7 10. sg 
10 an CASH 11. Counter, 40 inches high, cash drawer, with 
14% cabinets and drawers below 
12. Teleph switchboard 
13. Doctors’ in-and-out register 
14. Costumer 
15. Typewriter table 
16. Card index file 
17. Table, 34 x 60 inches 
18. Hat shelf with clothes rod below 
19. Shelf, 2 feet above floor 
20. Easy chair 
21. Conference table 
22. Table 
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23. Built-in bench 
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. Waste paper receptacle 


24. Water cooler 
25. Shelf 
| 26. Janitor's service sink 
| 27. Mop truck 
28. Bulletin board, 26 x 24 inches 
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1—Administration Suite for a 50-Bed General Hospital 








OFFICE 





BUSINESS 









CORRIDOR 
TO HOSPITAL 





Losey 








Iho 


WAITING 










STAFF LOUNGE 2 
LIBRARY 4 CONFERENCE 


46,4 4 












oe 
31 Par 








LINE OF SHELTER ABOVE 









2—Administration Suite for a 100-Bed General Hospital 


12. Telephone switchboard 23. Built-in bench 


1 

2. Executive-type desk 13. Doctors' in-and-out register 24. Water cooler 

3. Executive-type chair 14. Costumer p 25. Shelf 

4. Straight chair, upholstered 15. Typewriter table 26. Janitor's service sink 

5. Built-in bookshelves 16. Card index file 27. Mop truck 

6. Typist's desk 17. Table, 34 x 60 inches 28. Wire mesh partition with sliding gate 

7. Typist's chair 18. Hat shelf with clothes rod below 29. Glass screen 

8. Filing cabinet 19. Shelf, 2 feet above floor 30. Counter, 48 inches high, open below 

9. Straight chair 20. Easy chair 31. Three passenger settee 

Il. Counter, 40 inches high, cash drawer, with 21. Conference table 32. Spiral stairway down to dead record room 
cabinets and drawers below 22. Table 33. Collapsible partition 


34. Bulletin board, 26 x 24 inches 
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4—Laboratory for a 50-Bed General Hospital 


ADJUNCT DIAGNOSTIC AND TREATMENT FACILITIES 

































1. Desk 

2. Filing cabinet 

3. Microscope table, 30 inches high, 
with cabinets and slide drawers 
below 

4. Cup sink with gooseneck spout 

5. Microscope 

6. Analytical balance with weights 

7. Acid resisting counter, 36 inches 
high 

8. Cabinets below counter 

9. Wall cabinets 

10. Book shelves 

Il. Acid resisting laboratory sink with 
gooseneck spout 

12. Air, gas and electric outlets 

13. Single element hot plate 

14, Bunsen burner 

15. Acid resisting laboratory sink with 
peg boards 

16. Table, 30 x 54 inches 

17. Straight chair 

18. Stool 

19. Sanitary waste receptacle 

20. Closet 

21. Wheel cart for frozen sections 

22. Laboratory autoclave, 16 x 24 inches 

23. Hot air sterilizer, 18 x 14 x 14 
inches 

24. Incubator, 12 x 12 x 12 inches 

25. Water bath 

26. Centrifuge 

27. Shaking machine on stand 

28. Waste paper receptacle 

29. Refrigerator, 8 cubic feet 
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. Desk 
. Filing cabinet 
. Microscope table, 30 inches high, 


with cabinets and slide drawers 
below 
Cup sink with gooseneck spout 
Microscope 
Analytical balance with weights 
Acid resisting counter, 36 inches 
high 


. Cabinets below counter 


Wall cabinets 


10. 
I. 


12. 
13, 
14, 
15. 


16. 
17, 
18. 
19. 





Book shelves 

Acid resisting laboratory sink with 
gooseneck spout 

Air, gas and electric outlets 

Single element hot plate 

Bunsen burner 

Acid resisting laboratory sink 
with peg boards 

Chemistry table 

Straight chair 

Stool 

Sanitary waste receptacle 






























































5—Laboratory for a 100-Bed General Hospital 











20. Closet 

21. Wheel cart for frozen sections 

22, Laboratory autoclave, 16 x 24 
inches 

23. Hot air sterilizer, 24 x 14x 14 
inches 

24. Incubator, 19 x 16 x 14 inches 

25. Water bath 

26. Centrifuge 

27. Shaking machine on stand 

28. Waste paper receptacle 

29. Refrigerator, 8 cubic feet 





30. Refrigerator, 6 cubic feet 

31. Arnold sterilizer 

32. Shelves over chemistry table 
33. Hospital bed 

34, Cubicle curtain rod and curtain 
35. Basal metabolism apparatus 
36. Electrocardiograph apparatus 
37. Hook strip 

38. Table, 30 x 36 inches 

39. Shelving 

40. Sliding window curtain 

41. Adult scale 

42. Bedside table 
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7—Morgue and Autopsy Room for a 50-Bed General Hospital 


ADJUNCT DIAGNOSTIC AND TREATMENT FACILITIES 


‘ootstoo! 
. Kick bucket 
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. Mortuary refrigerator for 2 bodies 


Waste paper receptacle 


. Combination instrument and scrub sink with gooseneck spout 


and spray and knee control 
Instrument sterilizer, 9 x 10 x 20 inches on stand 


. Shelf over sink 
. Cabinet below counter 


Double recessed view box 


. Counter, 36 inches high, open below 


Floor drain 


. Autopsy — with sink 


Mayo table 
Scales ,; 


Light 


. Hook strip 
. Specimen cabinet with glazed doors 


etal fop table, 16 x 20 inches 


. Suction apparatus 
. Ventilator fan 

- Telephone outlet 
. Obscure glass 
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* Moto refrigerator; for 100 bed hospital, 
2 bodies; for 200 bed hospital, not less 
than 3 bodies 

. Waste paper receptacle 

. Combination instrument and scrub sink with 

gooseneck spout and spray and knee 
control 

Instrument sterilizer, 9 x 10 x 20 inches, on 

stand 

Shelf over sink 

Cabinet below counter 


wn 

















Double recessed view box 

Counter, 36 inches high, open below 
Floor drain 

10. Autopsy table with sink 

Il. Mayo table 

12. Scales 

13. Footstool 

14. Kick bucket 

15. Light 

16. Hook strip 

17. Specimen cabinet with glazed doors 
18. Portable observation stand 

19. Suction apparatus 

20. Ventilating fan 

21. Telephone outlet 

22. Obscure glass 

23. Stretcher 

24. View panel 
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8—Morgue and Autopsy Suite for 100 or 200-Bed General Hospital 
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ADJUNCT DIAGNOSTIC AND TREATMENT FACILITIES 
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10—Radiographic Suite for a 50 or 100-Bed General Hospital 


1. Combination radio- 
graphic and fluoro- 
scopic unit 

2. Cassette changer 

3. Control unit 

4. Leaded glass view win- 
dow 


5. Lead lining (size 
extent varies) 

6. Lead-lined door, 
proofed 

7. Barium sink 

8. Recessed cabinet 

9. Light-proof shade 


and 


light 


10. Low cabinet for sup- 


plies 

Il. Straight chair 

12. Storage cabinet 

13. Cassette pass box 

14, Film loading counter 
with cabinets below 









































15. Film storage bin 

16. Film hanger racks 

17. Safe light 

18. vamee light, white and 
re 


19. Two-door film dryer 

20. Film dryer exhaust 

21. Developing tank with 
thermostatic mixing 
valve 

22. Timer 

23. View box, wall mounted 

24. Sink 

25. Towel bar 

26. Stereoscope 

27. Adjustable stool 

28. Wall-mounted view box, 
2 units of 4 each 

29. Executive-type desk 

30. View box 

31. Filing cabinet, letter 
size, 4 drawers . 

32. Film filing cabinet, 3 
drawers 

33. Footstool 

34. Waste paper receptacle 

35. Telephone outlet 

36. Costumer 

37. i nae ceiling 


38. Hook strip 

39. Mirror 

40. Hook on door 

4\. Obscure glass 

42. Movable partition 

43. Light-proofed door 
. Seat 


(NOTE: Maze should be 
painted dull black. If mo- 
bile x-ray unit is to be kept 
in this area, a storage clos- 
et should be provided.) 
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12—-X-Ray Therapy Suite for a 200-Bed General Hospital 
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ADJUNCT. DIAGNOSTIC AND TREATMENT FACILITIES 


Z1-G 















Treatment table 

Short wave unit 

Table 

Linen closet 

Soiled linen hamper, closet over 

Ultra violet unit 

Infra red unit 

. Straight chair 

3 oe mirror 

. Combination arm and leg whirlpool 

. Adjustable chair for arm or leg treat- 
ment 

. Posture mirror 

Non-skid mat with crutch markings 

. High shelves 

. Shoulder ladder 
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. Glazed door 
- 19. Desk, 28 by 48 inches 
20. Low filing cabinet 
21. Waste paper receptacle 
22. Hanging rod 
23. — le shelves 
4. Sin 


25. Glass shelf 
26. Wringer 
27. Curtains and rods 


CORRIDOR 28. Bulletin board, 26 x 24 inches 
° a 


FEET 

















13——Physical Therapy Suite for a 50-Bed General Hospital 


45'-c" 
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FEET 


14—Physical Therapy Suite for a 100-Bed General Hospital 






1. Treatment table 11. Adjustable chair for arm or leg treatments 21. Waste paper receptacle 
Short wave unit 12. Posture mirror 22. Glazed panel 
3. Table 13. Non-skid mat with crutch markings 23. Adjustable shelves 
4. Linen closet 14. High shelves 24. Sin’ 
5. Soiled linen hamper, closet over 15. Shoulder ladder 25. Glass shelf 
6. Ultra violet unit 16. Stall bars 26. Wringer 
7. Infra red unit 17. Walker 27. Curtains and rods 
8. Straight chair 18. Glazed door 28. Paraffin tank 
9. Ceiling mirror 19. Desk, 28 by 54 inches 29. Low voltage unit 
10. Combination arm and leg whirlpool 20. Filing cabinet 30. pe 
31. Bulletin board, 26 by 24 inches 
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ADJUNCT DIAGNOSTIC AND TREATMENT FACILITIES 
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FEET 





I. Refrigerator, 8 cubic feet 
2. Drug cabinet 
3. Filing cabinet, letter size, 4 drawers 
4. Telephone outlet 
5. Desk 
6. Book shelves 
7. Straight chair 
5 Waste goal receptacle 
9. Dutch door 
10. Table, 30 x 54 inches 
Il. Sanitary waste receptacle 
12. Cabinet below drainboard 


16—Pharmacy for a 50-Bed General Hospital 
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17—Pharmacy for a 100-Bed General Hospital 
































25-G 
gq. =<" GC" | am _ 
| 1 = 
i 7 
@ r 
18] | 
It 
lo i 
> 
SOLUTION 
ROOM 

















. Acid proof sink and drainboard 

. Drawing pegs 

. Graduate rack 

. Double element hot plate on bracket 


. Prescription ter with 

. Fluorescent coe below cabinet 
. Narcotics safe 

. Window guards 





Stool 








binets below 


22. Prescription balance with weights 


30. 


AN hh NR 


. Counter scale with weights 


Refrigerator, 8 cubic feet 
Drug cabinet 


. Filing cabinet, letter size, 4 drawers 


Telephone outlet 
Desk 
Book shelves 


» Straight chair 


Waste paper receptacle 
Dutch door 


. Table, 30 x 54 inches 

. Sanitary waste receptacle 

. Cabinet below drainboard 

. Acid proof sink and drainboard 

. Drawing pegs 

. Graduate rack 

. Double element hot plate on bracket 

. Stool 

. Prescription counter with cabinets below 
. Fluorescent light below cabinet 

. Narcotics safe 

. Window guards 

. Prescription balance with weights 

. Counter scale 

. Counter, 36 inches wide with water re- 


sistant top 


. Shelf, 18 inches above counter 
. Cabinets below counter 

. Water still, 5 gal. 
8. Shelf, 36 inches yo Macon counte 


per hr. 


Rectangular sterilizer, 24 x 24 x 36 inches, 
nickel clad 
Locker 
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NURSING DEPARTMENT 
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a Se eS ee 
FEET FEET 
23—Typical One-Bed Room 24——Typical Two-Bed Room 
1. Built-in locker 9. Wall bracket light, switch con- 1. Built-in locker and knee or elbow control 
2. Bedside cabinet trolled 2. Bedside cabinet 9. Wall bracket light, switch con- 
3. Adjustable hospital bed 10. Bed light 3. Adjustable hospital bed trolled 
4. Straight chair 11. Corridor dome light 4. Straight chair 10. Bed light 
5. Nurses’ calling station with du- 12. Night light, switch controlled 5. Nurses’ calling station with du- 11. Corridor dome apd 
plex receptacle 13. Overbed table plex receptacle 12. Night light, switch controlled 
6. Sliding window curtain 14. Telephone outlet 6. Sliding window curtain 13. Overbed table 
7. Waste paper receptacle 15. Easy chair 7. Waste paper receptacle 14, —— outlet 
8. Lavatory with gooseneck spout 16. Floor lamp 8. Lavatory with gooseneck spout 15. Cubicle rod and curtain 


and knee or elbow control 17. Dresser 
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25—Bed Rooms with Connecting Shower and Toilet 
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26—Typical Four-Bed Room 
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27—Typical Open Ward 


. Built-in locker 


Bedside cabinet 


a ane anet bed 


Straight chair 


- Nurses’ calling station with duplex receptacle 
. Sliding window curtain 


Waste paper receptacle 


. Lavatory — gooseneck spout and knee or 


elbow cont: 


rol 
. Wall bracket ‘light, switch controlled 
. Bed light 
. Corridor dome light 
. Night light, switch controlled 
. Overbed table 
. Telephone outlet 
. Curtain rod and curtain 


(NOTE: The len — of this room should be 24 
= if it is desire 
two two-bed rooms at some later date.) 


that the room be divided into 


. Partition, 7 feet 6 inches high 
. Bedside cabinet 


Adjustable hospital bed 


. Straight chair 
. Nurses’ calling station with duplex receptacle 


Sliding window curtain 

Waste paper receptacle 

Lavatory with gooseneck spout and knee or 
elbow control 


. Indirect ited at top of partition, switch 


> Ceiling * lig 

a Night fi 

. Overbed table 

. Cubicle curtain and rod 


ht, twitch controlled 
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. Instrument sterilizer, 9 x 10 x 20 
inches 
. Waste paper receptacle 
Combination instrument and 
scrub sink with gooseneck spout 
and spray and knee control 


wn 


Bulletin board, 26 x 24 inches 
Corridor domelight 

Nurses’ call (connected to nurses’ 
station) 


4. Counter, 29 inches high, open 
below 

5. Single element hot plate 

6. Counter, 36 inches high, with 
cabinets below 

A Wall cabinet 

9. 

0. 
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i. 
12. Irrigator stand 


4 


U4 








29—-Treatment Room for Nursing Floor 


Kick bucket 


13. Double recessed view box 


. Sanita 
. Examining table 

. Footstool 

. Domelight and buzzer set 5 feet 


hi | see cart 

. Examinin 

. Mayo table . 

. Instrument table, 24 x 36 inches 
4 bo proof shades 


g light 


justable stool 
waste receptacle 


6 inches from floor 


. Ceiling fixture 














NURSING DEPARTMENT 


28—Isolation Suite 


Built-in locker 


2. Bedside cabinet 


2 ONS Yaw 


. Adjustable hospital bed 
. Straight chair 


Nurses’ calling station with duplex recep- 
tacle, contagious type 


. Sliding window curtain 
. Waste paper receptacle 
. Lavatory with gooseneck spout and knee or 


elbow control 
Wall bracket light, switch controlled 
Bed light 


. Corridor dome light 

. Night light, switch controlled 
. Overbe 
. Utensil sterilizer, 20 x 20 x 24 inches 

. Sink and drainboard 

. Linen pe od 

. Nurses’ y ling station (push button type) 


table 


Grab rail 


. Water closet with bed pan lugs and bed 


pan flushing attachment 


. Hook ome 
. Dome light and buzzer, 5 feet 6 inches 


above floor 


. View panel 
. Obscure 
- Coat hoo 
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STRETCHER 
SPACE 











30—Nurses' Station and Stretcher Space 


PENSE w 


. Medicine sink in counter with 


gooseneck spout 


. Locked wall cabinet with inner 


locked 
and inside light 


narcotic compartment 


. Counter, 36 inches high, with cab- 


inets below 
Wall cabinet 
Waste paper receptacle 
Stool 
Bulletin board, 26 x 24 inches 


. Pigeonhole form rack 
. Chart rack 


Counter, 30 inches high, open 


below 
. Domelight and buzzer set, 5 feet 


12. 
13. 
14, 
15. 
16. 
17. 


6 inches from floor 

Nurses’ desk 

Straight chair 

Telephone outlet 

Shelving 

Wheel stretcher 

Instrument sterilizer, 3 x 35% x 8'/2 
inches 

. Obscure glass 
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31—Service Group for Nursing Unit 
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32—Utility Room 


. Laundry hamper 

Double compartment laundry tray 
with drainboards 

. Counter, 36 inches high, open 

below 

. Cracked ice bin (for external use 


‘ Partitton, 4 feet 6 inches high 

. Single element hot plate on 
bracket 

. Sink in counter with gooseneck 
spout and knee or elbow con- 


To 
8. Counter, 36 inches high, with cab- 
inets below 


“~ ou > WwW N- 
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9 
10, 


I. 
12. 


13. 
14, 
15. 


16, 
17. 
18. 





Bulletin board, 26 x 24 inches 

Instrument sterilizer, 4 x 6 x 16 
inches 

Wall cabinet 

Domelight and buzzer set, 5 feet 
6 inches from floor 

Vision panel 

Dressing cart 

Utensil sterilizer, 20 x 20 x 24 
inches 

Clinical sink 

Sanitary waste receptacle 

Waste paper receptacle 


PONS NEw 
















1. Bed pan washer and sterilizer 
2. Bulletin board, 26 x 24 inches 
3. Clinical sink with bed pan flushing attach- 


ment 
4. Table, 16 x 20 inches 
5. Recessed cabinet 
6. Waste paper receptacle 
7. Counter, 36 inches high, with open shelving 
8 
9 
0 


below 


. Sink in counter 
. Two shelves 
. Domelight and buzzer set, 5 feet 6 inches 


from floor 


11. Galvanized iron can 
Shelf 
13. Hook strip for grip sticks 
4. Curb 


. Mop truck 
16. Grab rail 
17. Nurses’ calling station (push button type) 
18. Drying rod set, 5 feet 6 inches from floor 


= 

Q 19. Towel bar 

-! 20. Straight chair 
ig 21. Hook strip 


22. Corridor dome light 
23. Ventilating grille 

24. Ob 
25. Vision panel 
26. Sh 


scure glass 


elving 




















CORRIDOR 


FEET 


33—Floor Pantry (for Central Tray Service) 


. Counter, 36 inches high, open 


below 


. Juice extractor 


Beverage mixer 

Cracked ice bin 

Counter, 36 inches high, with cab- 
inets below 

Electric toaster 

Sink in counter 

Wall cabinet 

Refrigerator, 8 cubic feet 





10. Dumbwaiter (32 x 20 inches cab) 
connected with kitchen 

Il. Vision panel 

12. Domelight and buzzer set, 5 feet 
6 inches from floor 

13. Telephone connection to kitchen 

14. Bulletin board, 26 x 24 inches 

15. Towel bar 

16. Sanitary waste receptacle 

17. Double element hot plate 
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STORAGE 
J z 4 | 


OBSERVATION 


O 


WHEEL JAN 


OW § cuair 


ig 


1°) 


PANTRY 
TREATMENT 
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° 4 4 


34—-Pediatric Nursing Unit 


. Clothes pole with shelf over 
Storage cabinet 

q porn t 

. Adjustable hospital bed 

Toy and clothes cabinet 

. Infant scale 


SuB- 
UTILITY 





OBSERVATION 


44 BASSINETS 


Oo 


2] UTILITY 2 BED RM 


a 
4 4 


7. Bassinet 

8. Crib 

9. Toy shelves 

10. Double compartment laundry tray and drain- 


boards 
11. Clinical sink 
12. Utensil sterilizer, 20 x 20 x 24 inches 








2 BED RM 


& 
as 


4 


2 BED RM 


4 


13. Counter, 36 


cracked ice bin below; wall cabinets above 


14. Drying rod 


(NOTE: Five patient rooms may be added fo 
this unit with no additional service rooms.) 


I5- 
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Z2BED RM 


4 


2 BED RM 






PLAY RM 











3 
E 


o" 


44 





waa 


inches high, with cabinets and 
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Sliding window curtain 


Indirect wall fixture above top 
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FEET 


35—Bed Room for Pediatric Unit 
of cubicle partition 


quired. 


feet 6 inches from floor 


ful 
7 
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36—Bath Room for Pediatric Unit 


La 
2. Lavatory with gooseneck spout 12. Cubicle curtain and curtain rod. 1, Lavatory—junior size Il. 
and knee or elbow control 13. Cubicle partition, 7 feet high 2. Lavatory—adult size 12. 
3. Waste peper receptacle with bottom of clear glass set 3. Waste paper receptacle 13. 
4. Straight chair 36 inches above floor 4. Water closet—junior size 14, 
5. Bedside cabinet 14. Curtain 5. Water closet—adult size 
6. Overbed table 15. Door with clear glass in upper 6. Adult scale 15. 
7. Adjustable hospital bed* pane 7. Curtain and rod : 16 
8. Nurses' calling station with 16. Clear glass beginning 36 inches 8. Bath tub, pedestal type, with 17. 
duplex receptacle above floor controls on wall 18. 
9. Bed light 17. Corridor dome light 9. Steps 19 
4 Toy and clothes cabinet *Cribs may be substituted as re- 10. Domelight and buzzer set 5 20 


. Bed pan washer and sterilizer 
. Recessed cabinet 
. Table, 16x20 inches 


. Vision panel 
. Shelving 
. Obscure glass 













Towel bar 

Hook strip 

Stool 

Clinical sink with bed pan 
flushing attachment 


Bulletin board, 26x24 inches 
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38—-Bed Rooms for Contagious Disease Nursing Unit 


|. Waste paper receptacle 

2. Lavatory with gooseneck spout 
and foot control 

3. Water closet with bed pan 4 
and bed pan flushing attach- 


men 
4. Grab rail 


5. Door with clear glass in upper 


pane 

6. Wall cabinet over lavatory 

7. Bedside cabinet 

8. Nurses' calling station, conta- 
— type with duplex recep- 
tacle 
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9. Bed light 





10. Adjustable hospital bed 


Il. Straight chair 
12. Hook strip 


13. Cubicle partition, 


7 feet high with 


bottom of clear glass set 36 
inches above floor. 








14. Night light 

15. View window, clear glass 

16. Steam outlet (for bed rooms on 
both sides of and across the 
corridor from nurses’ station) 

7. Corridor dome light 

18. Over bed table 
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39—-Contagious Disease Utility Room and Nurses Work Room, Kitchen and Dishwashing Room 


|. Waste paper receptacle 

2. Double compartment laundry tray 
with drainboards 

3. Drying rod, 5 feet, 6 inches, from 


oor 

4. Utensil sterilizer, 20x20x24 inches 

5. Wall cabinet 

6. Counter, 36 inches high, with 
cabinets below 

7. Bulletin board, 26x24 inches 


8. Cracked ice bin (in utility room, 
for external use only) 


9. Clinical sink 

10. Domelight and buzzer set, 5 feet, 
6 inches from floor 

Il. Dressing sterilizer, 16x24 inches 

12. Double element hot plate on 
bracket 

13. Sink in counter, 14 inches deep 

14. Table, 30x60 inches 


22. 


15. Lavatory with gooseneck spout 
and foot control 


16. Juice extractor 
17. Beverage mixer 
18. Electric toaster 
19. Tray truck 


20. Sliding sash 
21 


. Dish warming compartment below 


counter 


Open shelves above counter 


23. Tray compartment below counter 

24. Refrigerator, 20 cubic feet 

25. Telephone outlet 

26. Dish washing machine with heater 

27. Dish washing machine 

28. Solid dish counter 

29. Double compartment 
inches deep 

30. Vision panel 

31. Overhead plug for food cart 


> 


sink 14 


(NOTE: Heat is the most important factor in the destruction of bacteria during the dishwashing process. A temperature of at least 170 degrees F. is required 
for effective bactericidal action. The domestic water supply cannot always be depended upon to provide water of required temperature. Therefore the above 
arrangement has been devised whereby one machine (No. 27) is used for washing dishes at 140 degrees F., using the domestic supply. The other machine (No. 26), 
with a thermostatically controlled heater fo insure a water temperature of 170 degrees F., is used for final rinsing. With this arrangement dishes can be rinsed 
for longer periods without diluting or overheating the wash water as would be the case if one single tank machine was used. The washing compartments should 
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be large enough to admit a rack of trays.) 
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40—Nursery for a 50-Bed General Hospital 
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. Bassinet 
. Bedside cabinet 


Table, 16x24 inches (for infant scale) 
Lavatory with gooseneck spout and 
knee control 


. Waste paper receptacle 


Sanitary waste receptacle 
Linen hamper 


. Pass window with shelf and sliding sash 
. Table, 24x36 inches 


Nurses' desk with chart rack for 8 


charts 
Telephone outlet 
Straight chair 


. Hook strip 
. Sink in counter with gooseneck spout 


and knee contro 


. Counter, 36 inches high, with cabinets 


below 


. Instrument sterilizer, 4x6x16 inches 

. Wall cabinet 

. Single element hot plate 

. Refrigerator, 6 cubic feet 

. Counter, 36 inches high, open below 


tool 
. Chart rack for 2 charts 
. Incubator 
. Gown hook 
. Cubicle partitions, 5 feet 6 inches high, 


clear class in upper pannels 


(NOTE: Where use of large incubators 


is 


contemplated cubicle size should be 


increased accordingly.) 
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41—Nursery for a 100-Bed General Hospital (470 Live Births per Year) 
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42—-Nursery for a 200-Bed General Hospital {920 Live Births per Year] 





























Desk 

Chair 

Waste paper receptacle 

. Refrigerator 

Lavatory with knee control 

Counter, 36 inches high 

Cabinets under counter 

Bulletin board, 26x24 inches 

Sink 

Two element hot plate 

Sanitary waste receptacle 

Rectangular pressure _ sterilizer, 
nickel clad 

. Milk cart 

. Partition, 5 feet high 

. Holder for formula record book 

Electric bottle washer 

. Dutch door 

. Access door 

19. Telephone outlet 
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43—Milk Room 






MAY 1946, VOL. 20 







SURGICAL DEPARTMENT 




















ele) 
Bhd 
15 


MAJO 
OPERATING 





a 


CENTRAL 
STERILIZING 
éSUPPLY 





CLEANUP RM. 








STERILE 
STORAGE 





SUPPLIES q 












PATIENTS > SURGICAL COR 


STERILIZING 


suB 


SUPV. 


pocTors > 





MINOR 
OPERATING 





DOCTORS 
LOCKERS 





FEET 


44—Operating Suite for a 50-Bed General Hospital 
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45—Operating Suite for a 100-Bed General Hospital 
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47—Operating Rooms 


1. Sink and drainboard 

2. Counter, 36 inches high, open 
below 

3. High speed pressure sterilizer, 
16x24 inches 

4. Water sterilizers, 15 gallons each 

5. Blanket and solution warmer 

6. Mercury switch 

7. Floor drain 

8. Glass shelf over scrub sinks 

9. Scrub sink 


+ * om dispenser 
12. Alcohol dispenser 


13. View window, clear = 
ght 


14. Portable emergency 
15. Sponge rack 
16. Double basin stand 


17. Instrument table, 24 x 48 inches Fo Adjustobl proof electric outlet 


18. Mayo table 
19. Seowine table 
20. Operating light 
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48—Cystoscopic Room 


82 


Re A aha vo 


21. Footstool 

22. Kick bucket 

23. Single basin stand 
24. Anesthetist's table 
25. Anesthetist's stool 
26. Anesthesia unit 
27. a table 


ustable stool 
30. Irrigator stand 


Shelf 


. Sink in counter with gooseneck spout 


and knee control 


. Counter, 36 inches high, open below 


Light proof shade 
Wall cabinet 


. Adjustable stool 


eg ‘aad table 
Ceiling light 

Kick bucket 

Wheeled catheter tray 


. Examining light 
= Electric cautery 


Urological a cabinet, 19 x 30 
inches 


. Irrigator stand 
. Film hanger rack above counter 








I7-G 


31. Adjustable open shelving, 18 
inches wide 

32. Vision panel 

33. Clock and interval timer 

34. Double recessed view box 

35. Aspirator below view box 

36. Flush ceiling fixture for general 
illumination : 

37. Explosion proof calling station, 
foot operate 

38. Corridor dome light 


. Safelight 


17. Exhaust fan 





. Light proofed door with light proof 


ouvr 
. Ceilin 
. Towel bar 

. Developing tank, 18 x 22 inches 
. Film dryin 
. Sink with shelf over 


e 
light, white and red 


bracket for 12 films 


Timer 


. Waste paper receptacle 
. Counter, 36 inches high, with cabinets 


below 


. View panel 
. Double recessed view box 
. Footstool 
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SURGICAL DEPARTMENT 


. Instrument table, 18 x 36 inches 
Galvanized iron can 

. Counter, 36 inches high, open below 
Plaster sink 

Plaster trap 

. Light proof shade 

Fracture table 

Footstool 

. Ceiling fixture 

. Double recessed view box 

Il. Linen hamper 

12. Vision panel 
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49-——Fracture Room 








19-6" 





ANESTHESIA STORAGE 
CLEANUP 








CORRIDOR 


FEET 


50—Anesthesia Storage and Cleanup Room 


- Shelving 18 inches wide 
2. Sink with gooseneck spout and 
knee or elbow contro! 


3, Counter, 36 inches high, open 

4. Cabinet below counter, 2 feet 
wide 

5. Sanitary waste receptacle 

6. Waste paper receptacle 

7. Linen hamper 

8. Double compartment laundry tray 
with drainboards 

9. Wringer 

10. Clinical sink 

!. Vision panel 


i 
12. Dome light and buzzer set 5 feet 
6 inches from floor 


(NOTE: Radiator to be omitted in 
Anesthesia Room.) 
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13. Three shelves, 12 inches wide 

14, Plaster drawer, 3 inches deep, open below 

15. Adjustable stool with back 

16. Plaster bin 

17. Six shelves, 18 inches wide 

18. Step ladder 

19. Two rows of 3% inch diameter dowels, 12 
inches o.c., staggered; top row, 6 feet 
from floor, bottom row, 5 feet from floor 





(NOTE: Corridor doors should be light 
proofed.) 
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51—Instrument and Sterile Supply Room, Surgical 
Supervisor and Recorder for a 200-Bed General 
Hospital 


. Step ladder 

. Shelving, 18 inches wide 

. Instrument cabinet 

. Vision panel 

Waste paper receptacle 

. Straight chair 

Desk 

. Telephone outlet 

. Shelving 12 inches wide 

Glazed door and partition, clear 


glass 
. Blackboard 
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SURGICAL DEPARTMENT 


















































Mirror, 84 x 24 inches, above counter 
. Counter, 30 inches high, open below 
. Stool, 18 inches high 

Waste paper receptacle 

Easy chair 

Linen hamper 

Bulletin board, 26 x 24 inches 
Lockers : 

Telephone outlet 


es 
Straight chair 
End table 


DO CTORS Instrument cabinets 


| TS] | ] . Obscure glass 
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52—Doctors' and Nurses' Locker Rooms in Surgical Suite 
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. Counter, 36 inches high, open below 
Shelf 


. Sink and drainboard 

. Wall cabinet 

. Supply cart 

Waste paper receptacle 

. Multiple rubber tube washer 

. Table, 42 x 72 inches 

. Counter, 36 inches high, cabinets and 
drawers below 

Dressing sterilizer, 24 x 24 x 36 inches 

Water still, capacity 5 gallons per hour 

Ventilated mechanical space 

. Pass window 

ls ee outlet 


es 

. Step ladder 

. Sterile supply cabinets 

Glove drying rack 

aS 19. Dutch door 

re) 20. Bulletin board, 26 x 24 inches 

1 21. Straight chair 

= 22. Hot air sterilizer, 18 x 14 x 14 inches 
23. Floor drain 


(NOTE: Convenient to this room provide 
storage room for unsterile supplies and equip- 


t.) 
=s men: 
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53—Central Sterilizing and Supply Room for a 50-Bed General Hospital 
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SURGICAL DEPARTMENT 





. Counter, 36 inches high, open below 


he 
Sink and drainboard 
Wall cabinet 
Supply cart 
Waste paper receptacle 


. Multiple rubber tube washer 
. Table with shelf over, 42 x 96 inches 
. Counter, 36 inches high, cabinets and 


DON eVUaWwN— 
7. ee 8 
“nn 


drawers below 


. Dressing sterilizers; |—24 x 24 x 36 inches— 


1—20 x 36 inches 


. Water still, capacity 5 gallons per hour 
. Ventilated mechanical space 

. Pass window 

. Telephone outl 

. Built in oa. 30 Fiiihes high with drawer 
. Step ladd 

. Sterile aunt cabinet 


Glove — rack 


. Dutch doo: 
20. Bulletin board, 26 x 24 inches 


- Straight c 


. Hot air sterilizer, 24 x 14 x 14 inches 


« Floor drain 


. Dumb waiter 


(NOTE: Convenient to this room provide a 


storage room for unsterile supplies and equip- 
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54—Central Sterilizing and Supply Room for a 100-Bed General Hospital 
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55—Central Sterilizing and Supply Room for a 200-bed General Hospital 





Counter, 36 inches high, open 9. Counter, 36 inches high, cabinets 


I. 
below and drawers below 
2. Shelf 10. Dressing sterilizers; 1—24 x 36x 48 
3. Sink and drainboard inches—I—24 x 24 x 36 inches 
4. Wall cabinet Il. Water still, capacity 5 gallons 
5. Supply cart per hour 
6. Waste paper receptacle 12. Ventilated mechanical space 
7. Multiple rubber tube washer 13. Pass window 
8. Table with shelf over, 42x % 14. Telephone outlet 





inches 
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. Desk 
. Step ladder 
. Sterile supply cabinet 


Glove dryi ing rack 


. Dutch doo 


20. Bulletin oll 26 x 24 inches 


inches 


. Straight chair 
. Hot air 


sterilizer, 


23. Floor drain 

24. Dumb waiter 

25. Laundry chute - 

26. Glazed. partitions 
27. Adjustable stool 


(NOTE: Convenient fo this room 


30 x 24x18 provide a storage room for unsterile 


supplies and equipment.) 
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57—Delivery Suite for a 200-Bed General Hospital 
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56—Delivery Suite for a 100-Bed General Hospital 
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- Combination box spring and mattress on 


legs 

. Night table 

. Straight chair 

. Telephone outlet 


Waste paper receptacle 
Table 


Double recessed view box 

Lockers 

Bulletin board, 26 x 24 inches 

Linen hamper 

Wheel stretcher 

Double compartment laundry tray with 
drainboards 


. Wringer 
. Clinical sink with bed pan flushing at- 


tachment 
light and buzzer set 5 feet 6 
inches from floor 


. Counter 36 inches high, open below 
. Cabinet below counter, 2 feet wide 
. Sanitary waste receptacle 

. Vision panel 


20. Adjustable open shelving, 18 inches wide 


« Examining light 
. Nurses’ Salt 


Clock with sweep second hand 


. Explosion proof outlet 
. Corridor dome light 

. Mercury switch 

. Single basin stand 

. Explosion 


proof calling station, foot 


operated 


. Aspirator 

. Heated bassinet 

. Adjustable stool 

. Portable emergency light 
. Anesthetists’ table 

. Anesthetists’ stool 

. Anesthesia unit 

. Instrument table 

. Kick bucket 

. Delivery table 

. Obstetrical light 

. Mayo table 

. Kick basin 

. Flush ceiling fixture for general illumina- 


tion 


. View window, clear glass 
. Scrub sink 
. Soap dispenser 


Clock 


. Shelf over scrub sinks 
. High speed pressure sterilizer, 


16 x 24 
inches 


. Floor drain 

. Water sterilizers, 15 gal. each 

. Sink in counter 

. Wall cabinet set 42 inches from floor 

. Blanket and solution warmer 

. Lavatory with gooseneck spout and knee 


control 


ng station with duplex re- 
ceptacle 


- Bed light 


56. Bedside cabinet 


él. 
62. 


. Obstetrical bed 


Foot stool 


. Shelving 


Dumb waiter connecting with central steril- 
izing room 

Labor bed 

Water cooler 
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Telephone outlet 
. Wheel stretcher 
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58—Small Emergency Suite 





. Wheel chair 

Waste paper receptacle 
Explosion proof outlet 
Clock 











Portable emergency light 

. —_ ‘© table 
Adlustabie stool 

. Kick bucket 

. Examining table 

. Foot stoo 

. Resuscitating apparatus 

. Anesthesia unit 

. Instrument table, 16 x 24 inches 

. Single basin stan 

. Mercury switch 

. Clinical sink with bed pan flushing at- 
tachment 

19. Combination instrument and scrub sink 

with gooseneck spout and knee control 
20. Instrument sterilizer, 9 x 10 x 20 inches, on 
stand 

21. Counter, 36 inches high with cabinets below 

22. Wall cabinet 

23. Locked wall cabinet with inner locked 
narcotic compartment and inside light 

. Vision panel 

25. Obsure glass 
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- Telephone outlet 





59——Large Emergency Suite 


18. 
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Clinical sink with bed pan flusk- 



















EMERGENCY 
OPERATING 






SUPPLIES 


| 

2. Wheel stretcher ing attachment 

3. Wheel chair 19. Combination instrument and 
4. Waste paper receptacle scrub sink with gooseneck spout 
5. Explosion proof outlet and knee control 

6. Clock 20. Instrument sterilizer, 4 x 6 x 16 
7. Portable emergency light inches 

8. Mayo table 21. Counter, 36 inches high with 
%. Adjustable stool cabinets below 

10. Kick bucket 22. Wall cabinet 

11. Examining table 23. Locked wall cabinet with inner 
12. Foot stoo locked narcotic compartment 
13. Resuscitating apparatus and inside light 

14. Anesthesia unit 24. Leg stand 

15. Instrument table, 16 x 24 inches 25. Sanitary waste receptacle 

16. Double basin stand 26. Curtain and rod 

17, Mercury switch 27. High speed pressure sterilizer, 
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16 x 24 inches 41. Bed light 

28. Single soap dispenser 42. Nurses’ calling station with du- 

29. Hook strip lex receptacle 

30. Straight chair 43. Adjustable ospital bed 

31. Shallow tub 44. Cubicle curtain and rod 

32. Towel bar 45. Sliding window curtain 

33. Linen hamper 46. Cubicle partition, 7 feet high 

34. Lavatory with gooseneck spout with obscure Glass in upper 
and knee control panels 

35. Blanket warmer 47. Night light 

36. Dome light and buzzer, set 5 48. Wall benched light, switch con- 
feet 6 inches from floor trolle 

37. Filing cabinet, letter size, 4 49. Corridor dome light 
drawers 50. Vision panel 

38. Desk 51. Obscure glass 

39. Locker 

40. Bedside cabinet 
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63—Central Storeroom for a 100-Bed General Hospital 
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. Platform scale flush with floor 
. Time card rac 

Time clock 

Rolling curtain 

Push button 

. Bulletin board, 26 x 24 inches 
Telephone outlet 
Shelf 

Counter, 30 inches high with drawers 
. Straight chair 

. Filing cabinet 


Sxener ew 


12. Counter, 42 inches high, open below 

13. Locked wall cabinets 

14. Counter, 36 inches high with locked cabi- 
nets below 

15. Adjustable steel shelving, open type, 18 
inches deep 


16. ——— steel shelving with backs, upper 
shelves 18 inches deep, lower shelves 24 
inches deep 

17. Wood platform raised 8 inches from floor 

18. Steel cabinet with shelving and doors 

19. Bed spring bins for 10 springs 

20. Bed head and foot bins for 10 sets 

21. Mattress rack for 5 mattresses 

22. Buzzer 

23. Counter with one shelf below 

24. Louvred door 

25. Vent at floor level 

26. All windows to be barred 


(NOTE: The size of the central storeroom 
and proportions of its various units will vary 
with each individual hospital. This plan shows 
the relationship of the units and generally the 
type of storage facilities required for each.) 
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G 
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16 O 


LOUNGE 





CORRIDOR 


FEET 














64—-Record Storage for a 
100-Bed General Hospital 


. Spiral stairway up to record room 


CORRIDOR 
. Transfer files C 4 


. Step ladder FEET 
. Work table, 36 x 60 inches 





. Straight chair 
. Waste paper receptacle 


SOM D wr — 


. Straight chair 

. Lamp table 

. Easy chair 

Full length mirror 
Clock 

. End table 


1. Sliding window curtain 

2. Lockers, 15 x 15 x 60 inches 

3. Mirror, 84 x 24 inches above 
counter 

4. oe. 30 inches high, open 


No POND 


elow 
5. Stool, 18 inches high 
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- Telephone outlet 65—Nurses' Locker Room for a 100-Bed General Hospital 


13. Mirrors over lavatories 

14. Waste paper receptacle 

15. Obscure glass 

16. Bulletin board, 26 x 24 inches 


(NOTE: Female help locker 


Combination box spring and room is similar.) 
mattress with legs 
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67—Laundry for a 100-Bed General Hospital 
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66—Laundry for a 50-Bed General Hospital 
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|. Metal washer, 24 x 36 inches 
i Metal washer, 36 x 36 inches 
3. Soap tank, 30 gallons 
4. Double compartment laundry trays 
5. Starch cooker, |5 gallons 
6. Extractor, 26 inches 
Platform scale 
. oe, 36 x 18 Inches 
. Uniform rack 
10. lroning board 
1. Press, 5! inches 
12. Shakeout table with sloping sides 
13. Flat work ironer, 100 inches 
14. Table, 36 x 96 inches 
15. Shelving 
16. Marking machine 
17. Tables, 2—24 x 36 inches, I—24 x 60 inches, 
1—36 x 90 inches 
18. Shelf over table 
19. Sorting bins 
20. Counter, 36 


below 
21. Seulee | machine 
22. Counter, 30 inches high with cabinets 


below 
23. Wall cabinet 
24. Filing cabinets below + 
25. Straight chair 
26. Counter 30 inches high, open below with 


inches high with shelving 





drawers 

27. Telephone outlet 
* Floor outlet 

. Hook Strip 

30. Dutch door 
31. Floor drain 
32. Compressor 
33. Bullerin board, 26 x 24 inches 
2 yeoong paper receptacle 
36. Shelving with bins 
37. Pass window 


1. Metal washer, 36 x 54 inches 
2. Metal bang “4 = ; 36 inches 
3. ns agar 30 
4. le comperimnt laundry trays 
5. Starch cooker, 15 
6. Extractor, |—17 inch, 7“ 1—26 inch 
- Platform scale 
8. Tumbler, 36 x 30 inches 
9. Uniform rack 
10. Ironing board 
Il. Utility press 
12, Shakeout table with sloping sides 
13. Flat work ironer, 2 roll, 120 inches 
14. Table, 36 x 120 inches 
15. Shelving 
16, Marking machine 
17. Tables, 1—24 x 30 inches, |—24 x 64 inches, 
I—36 x 84 inches, |—32 x 48 inches 
18. Shelf over table 
19. Sorting bins 
20. Counter, 36 inches high with shelving below 
a Sewing machine 
22. Shelving with bins 
23. Wall cabinet 
24 Filing cabinet 
> chair 
oe Des 
27. le outlet 
28. Floor outlet 
29. Hook strip 
30. Dutch door 
- Floor drain 
2. Compressor 
35 Bulletin board, 26 x 24 inches 
34. Waste paper receptacle 
35. Sump 
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68—-Laundry for a 200-Bed General Hospital 


. Starch cooker, 25 


. Uniform rack 
. Ironing board 
. Utility press 


. Shelving 
. Marking machine 


FASGH-Seconnnswn— 


- Metal washer, 24 x 36 inches 
. Metal washer, 42 x 54 inches 
- Soap tank, 90 gallons 
. Double compartment laundry trays 
gallons 

. Extractor, I—17 inches, 1-40 inches 
Platform scale, flush w 
- Tumbler, 36 x 30 inches 


. Shakeout table with sloping sides 
Flat work ironer, 4 roll, 120 inches 
. Table, 36 x 144 inches 


17, Tables, I—30 x 60 inches, |—30 x 48 inches, 


I—36 x 72 inches 


- Shelf over table 
. Sorting bins 


MAY 1946, VOL. 20 


. Counter, 36 inches high with shelving below 
. Sewing machine 

. Counter, 30 inches high with cabinets below 
. Wall cabinet 

. Filing cabinets below counter 

. Straight chair : 

. Counter, 30 inches high, open below with drawer 
. Telephone outlet 

. Feed rack 

. Hook strip 

. Dutch door 

. Floor drain 

. Compressor 

. Bulletin board, 26 x 24 inches 

. Waste paper receptacle 


ump 
. Shelving with bins 
. Pass window 


Gate 


. Water cooler 














OUTPATIENT DEPARTMENT 


cane LM Te ee: TI-¢" 



























































5B of] 0 
8 40 
<5 fe) 
g Re 
< aun 









SURGERY 


= 


FACI WAITING 


WAITING 


He 





PHARMACY 


Possible Clinic Use Schedule— 
Based on Analysis of Clinic Load 






























































CLINICAL DIVISIONS ASSIGNMENT OF STATIONS 
eiastc Tr ms we — Mon. Tues. Wed. Thur. Fri. Sot. 
Week Year Per Week || AM| PM| AM| PM | AM| PM | AM| PM | AM! PM | AM! PM 
General Surgery 20 1040 2 1 1 
Proctology 1 52 ; ; 
Urology 3 156 
Dental 14 728 2 1 1 
69—Outpatient Department for comes | - |. 
a 50-Bed General Hospital Samoa sar tot : 

Eye 8 416 1 1 
Ear, Nose & Throat 10 520 1 1 
General Medicine 26 1352 3 1 1 1 
Neuro Psychology 3 156 1 1 
Pediatric Ww 572 1 1 
Dermatology & Syphilology 8 416 1 1 
Physical Therapy 3 156 1 1 

Totals 125 6500 17 Sask eee eee re AE TERE 





























































TO HOSPITAL’ 
ChiAoJUNCT 

FACILITIES 
AITING 








WAITING 


PHARMACY 


Possible Clinic Use Schedule— 
Based on Analysis of Clinic Load 





CLINICAL DIVISIONS ASSIGNMENT OF STATIONS 

















T Station Mon. Tues. Wed. Thur. Fri. Sat. 
SRA IIS Clinic Per Per Sessions 
Soe ee Week Year Per Week || AM| PM| AM | PM | AM | PM | AM| PM | AM| PM | AM| PM 
General Surgery 39 2028 3 1 1 1 
Proctology 2 104 





70—Outpatient Department for Urology ¢ | a2| ' | 
a 100-Bed General Hospital Dental ae | ase | 






































Gynecology 12 624 1 1 

Obstetric 10 520 1 1 

Orthopedic 4 728 1 1 

Eye 16 832 1 1 

Ear, Nose & Throat 19 988 2 1 1 

General Medicine 51 2652 5 1 1 1 1 1 
Neuro Psychology 5 260 1 1 

Pediatric 22 1144 3 1 1 1 
Dermatology & Syphilology 15 780 2 1 1 
Physical Therapy 6 312 1 1 





Totals 12,740 
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= 1 
by 2. Examining table 
=| O 3. Footstool 
Sl = 4. Paper sheet dispenser 
5. Examining light 
6. Hook strip 
7. Adjustable stool 
8. Adult scale 
9. Instrument sterilizer, 4 x 6 x 16 
—_— inches 
Bio: 10. Lavatory with gooseneck spout and 
= knee or elbow control 
te) Il. Waste paper receptacle 
tA - —— a = rod 
. Table 20 x 30 inches 
14, Straight chair 
15. Counter, 36 inches high with cabinets CORRIDOR 
Fe below meee 
16. Obscure glass 
| | | | a = inches high, open below 
1 at 0 all 1 it . Stoo 
t 3-8 ++ 3-G +4 3-& ‘ 19. ~~ antes jet = throw 73—Examination and Treatment Room 
olt on dressing room side 
WAITING CORRIDOR Door, spring latch 
Sa) - Mirror |. Table, 16 x 20 inches 
FEET 22. Built in seat 2. Examining table 
3. Footstool 
. ; 4. Paper sheet dispenser 
. e 5. Examining light 
72—Examination and Treatment Room with Dressing Cubicles 6. Hook strip 
7. Adjustable stool 
8. Adult scale 
9. Instrument sterilizer, 4 x 6 x 16 
inches 


10. Lavatory with gooseneck spout 
and knee or elbow control 

Il. Waste paper receptacle 

12, Cubicle curtain and rod 

13. Table, 18 x 30 inches 

14. Straight chair 

15. Partition with obscure glass in 
upper panel 

16. Obscure glass 


- Dental chair 
. Dental unit 


Dental operating light 


. Dental instrument cabinet 


Instrument sterilizer, 4 x 6 x 16 inches, on stand 
Adjustable stool 

Lavatory with gooseneck spout and knee control 

Towel receptacle 

Dental x-ray, wall model 

Laboratory counter, 36 inches high with cabinets below 


. Sink in counter 

. Gas, air and electric outlets 
. Developing tank 

. Compressor 

. Light proof shade 

. Desk, 


x 36 inches 
Straight chair 


. Filing cabinet 

. Built in couch 

. Bedside table, 16 x 20 inches 
. Light proof door with louvre 
. Waste paper receptacle 









HOSPITALS 








OUTPATIENT DEPARTMENT 












i 
o. 


15 





. Combination instrument and scrub sink with gooseneck 
spout and spray and knee control 

Waste paper receptacle 

. Wall cabinet 

Locked wall cabinet with inner locked narcotic com- 
partment and inside light 

. Counter, 36 inches high, with cabinets below 

Hook strip 

. Cubicle curtain and rod 

. Examining light 

. Straight chair 

. Table 

. lrrigator stand 

. Mayo table 

. Instrument table 

. Sanitary waste receptacle 

5. Kick bucket 

. Adjustable stool 

. Instrument sterilizer, 9 x 10 x 20 inches, on stand 

Footstool 

. Examining table 

. Paper sheet dispenser 

21. Obscure glass 
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75—Surgical Room 
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. Specialist's chair 
. Adjustable stool 
. Treatment table 
. Supply cabinet 
. Examining spot light 
. Trial lens case 
. Mayo table 
Examining table 
. Straight chair 
. luminated test card cabinet 
. Table, 20 x 36 inches 
. Table for transillumination equipment 
. Perimeter 
. Slit lamp 
. Combination instrument and scrub sink with goose- 
neck spout and knee control 
. Waste paper receptacle 
. Instrument sterilizer, 4 x 6 x 16 inches 
18. Compressed air and vacuum apparatus 
19. Fountain cuspidor 
20. Sanitary waste receptacle 
= 21. Examining light 
Ree : 22. Hook strip 
« 23. Sliding curtain 
24. Partition, 6 feet high 
25. Shades or venetian blinds 
Ziad 26. Table, 16 x 20 inches . 
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76—Eye, Ear, Nose and Throat Room for a 200-Bed Hospital 
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Three Guides to Finding a 
GOOD ARCHITECT 


ELECTING AN ARCHITECT, whether 

for a hospital or for any other 
important building, is much like 
selecting a physician—the point is 
to get a good one. A good architect 
should possess three salient charac- 
teristics. 

First, he should be a qualified de- 
signer. A designer should not be 
thought of as one who, familiar 
with the historic schools of orna- 
ment, resurrects them to embellish 
present-day construction. The term 
“designer” has no such meaning in 
the architectural profession. A de- 
signer in reality has the ability to 
put the right thing in the right 
place; to assemble and relate spaces 
for various needs so that the result- 
ing building will function easily 
and pleasantly; to correlate the pro- 
ducts of many different trades and 
skills so that these will best serve 
the purpose for which the building 
is required. 

Design, in the architect’s vocabu- 
lary, is aimed toward gaining stark 
efficiency and a plus quality. This 
plus quality is emotional appeal. 
A successful piece of architecture 
must work well and, in addition; 
be pleasant to live with. If the 
building should attain real beauty 
as well so much the better. The 
point to be emphasized is that the 
primary consideration in selecting 
an architect for a hospital is his 
ability to achieve efficient fitness to 
purpose rather than to produce a 
merely beautiful building. 

The second qualification which 
characterizes a good hospital archi- 
tect is technical knowledge. Obvi- 
ously the architect’s technical knowl- 
edge will include the elements of 
sound and sage construction. A man 
would never get past the examining 
board of his state if he did not 
possess that sort of technical knowl- 
edge. But he will need far more 
than that to create a good hospital. 
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He should know how and where 
the doors of a hospital vary from 
those in a schoolhouse; how essen- 
tial it is to prevent the occurrence 
of an electric spark in an operating 
room; how food is prepared and 
brought te the patient’s . bedside; 
how to introduce fresh air into a 
ward without creating a draft; how 
walls and floors should be finished 
in the interest of sanitation and 
low maintenance costs; how an iso- 
lation room may be made to isolate 
not only the patient, but his germs 
as well; how an x-ray department is 
made to dispense its rays bene- 
ficially and not harmfully. 

There is no apparent end to this 
type of technical knowledge, par- 
ticularly in view of varying opin- 
ions among administrators. Never- 
theless, only in the sum of this 
technical knowledge is there assur- 
ance that the hospital to be built 
will function in accordance with the 
wishes of those who direct it and the 
needs of its medical staff. 

Fortunately for the well-being of 
those for whom a hospital is built, 
all of this knowledge of special 
techniques is available to the archi- 
tect who will seek it. Some archi- 
tects prefer to make such knowledge 
their own by dint of personal study, 
travel and investigation. Other ar- 
chitects prefer to call in a consul- 
tant who specializes in this sort of 
knowledge as related to a special 
type of building. There are hospital 








consultants just as there are school- 
house consultants, theater consul- 
tans, industrial consultants, and 
other specialists. 

Frequently, if not invariably, a 
building committee will ask a po- 
tential choice the question, “Have 
you ever designed a_ hospital?” 
While the architect’s ability to serve 
the hospital properly may be in- 
ferred from successfully completed 
work of a like character, an answer 
in the negative certainly does not 
mean that the architect is therefore 
incapable of designing a hospital. 
Many successful hospitals represent 
their designers’ first efforts in that 
type of structure. 

The third and final qualification 
essential to a good hospital architect 
may be labeled business ability. An 
architect’s business ability is per- 
haps most easily checked by inquiry 
among his previous clients and 
among the contractors who have 
built for these clients under the 
architect’s direction. In this general 
category of business relationships 
the architect’s service governs many 
things. 

He will see that the proper forms 
of contract are drawn; that the 
project is protected by suitable types 
of insurance; that payments are 
made when due and to whom due; 
that the subdivisions of the work 
by trades are properly channeled 
and correlated in time; that the 
owner gets what he is paying for; 
that necessary detail drawings get 
to the subcontractor or to the fac- 
tory on a production schedule. In 
short the operation must be so or- 
chestrated that the efforts of many 
men and the fitting together of 
many materials and pieces of equip- 
ment are brought to harmonious 
coalescence. 

Even with an awareness of the 
preceding requirements, a hospital 
building committee must still solve 
the problem of actually finding an 
architect who possesses these basic 
qualifications. 

The building committee charged 
with selecting an architect should 
thoroughly examine and try to eval- 
uate past performances of the candi- 
dates with particular reference to 
efficiency of design, the prime pre- 
requisite. If an architect has solved 
one or more fairly complex build- 
ing problems however far removed 
in character from those presented 
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by a hospital, it seems reasonable 
to assume that solution of the latter 
is within his capabilities. 

At the same time the committee 
should learn by questioning the 
owners and the operators of the 
plant or building under examina- 
tion how well the structure has 


stood the wear and tear of usage 
and whether its maintenance and 
repair costs are reasonable. From 
this information an opinion of the 
architect’s technical knowledge and 
judgment can be formed. 

This sounds like a simple and 
easy procedure to an architect, but 


in practice it may not prove so to a 
lay building committee. If it were 
possible to obtain the advice and 
counsel of. another architect who 
had no prejudicial interest what- 
ever in the project in hand, the com. 
mittee’s work would be greatly facil- 
itated. 


Outlining a Program for Comprehensive 


SERVICE ON PLANS 


REVIEW 


NE OF THE AREAS in which the 
O comprehensive program of the 
Council on Hospital Planning and 
Plant Operation aims to provide a 
new service for Association mem- 
bership revolves about a planning 
review service in connection with 
construction. 

Many hospital administrators con- 
fronted with planning problems 
have often expressed the wish that 
there was some way they could seek 
the advice of other administrators. 
The administrators of many hospi- 
tals are able to do the basic research 
necessary and to outline for the 
architect the general arrangement 
of facilities they wish to have in- 
corporated in their new building. 

They often want, however, an 
opportunity to verify their judg- 
ment, which they may do by calling 
upon the advice of the administra- 
tors of nearby hospitals, or by re- 
ferring their plans to a hospital con- 
sultant. There may readily be many 
instances in which the adminis- 
trators may wish to employ both 
sources of advice to improve upon 
their original ideas. 

Planning review service offers an 
opportunity for them to check their 
plans against multiple experiences 
of a group of administrators. With- 
out an organized service of some 
kind, this kind of cooperation is 
dificult to achieve. Realizing the 
demands on his own time, the ad- 
ministrator is hesitant to encroach 
upon the available working hours 
of a colleague, unless he can do so 
on a basis which would compensate 
his fellow administrator. 
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Many hospitals, particularly 
smaller ones in areas more remote 
from metropolitan centers, are now 
without anyone to whom they can 
turn for hospital planning consulta- 
tion. This situation develops from 
the fact that there are a limited 
number of administrators who en- 
gage in the work of hospital con- 
sultation, and the demands upon 
their time are such that they can- 
not extend their services to cover 
the total sphere of need. 

Administrators who wish to aug- 
ment the services of their consultant 
—those who require only the con- 
firmation of opinions expressed 
from the standpoint of multiple 
experiences and those who find it 
impossible to secure a_ hospital 
consultant—undoubtedly will find 
value in the Hospital Planning Re- 
view Service now being planned by 
the council. Developments in the 
council’s committee charged with 
investigating the possibilities of this 
service indicate a need, as well as a 
probability that a satisfactory pro- 
gram can be developed. 

The pattern that the review serv- 
ice will probably follow was de- 
veloped in the late g0s by the Na- 
tional Association of Building Own- 
ers and Managers. It calls for panels 
which will be composed of member 
hospital administrators and will be 








available only to review the final 
version of preliminary drawings for 
hospital construction. 

In this function, the service can- 
not supersede the functions of the 
hospital consultant, since it will be 
unable to undertake any fact-find- 
ing activities nor can it take the 
place of the hospital consultant in 
making recommendations for orig- 
inal layouts, inclusion of various 
hospital facilities and their integra- 
tion into a smoothly working struc- 
ture. 

The experience of the service pro- 
vided by the National Association 
of Building Owners and Managers 
indicates that the review consulta- 
tion is capable of effecting substan- 
tial savings by recommending vari- 
ous revisions to previously designed 
arrangements, by recommending the 
inclusion of facilities not previously 
provided for and by eliminating 
facilities which the composite opin- 
ion of the panel indicates to be 
inadvisable. 

Because of the fact that general 
hospital annual operating costs are 
frequently in excess of one-third of 
the hospital’s total valuation, re- 
arrangement of facilities to affect 
operating economies mount sub- 
stantially through the practical life 
of the hospital. 

It is contemplated that each re- 
view service panel will include one 
or more administrators from the 
general geographic area in which 
the proposed structure is to be 
built. When, among its other func- 
tions, the panel reviews proposed 

rates of charges and operating costs, 
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this local knowledge and experience 
becomes a valuable factor in deter- 
mining whether the hospital’s eco- 
nomic arrangements have been 
made on a realistic basis. 


The committee is in general 
agreement on the principle that 
this type of service can be estab- 
lished on a practicable basis only 
if satisfactory compensation is made 
to panel members for the time they 
devote and, further, that the service 
should be provided through Asso- 
ciation facilities on a basis that will 
keep it self-supporting. According- 
ly, the committee plans to work 
out a system of compensation and 
charges for consideration of the 
various Association bodies that will 
be called upon to study the program 
before it becomes effective. 

The current thinking of the com- 
mittee is that this service should be 
offered only to members of the As- 
sociation. This restriction, however, 
need not deprive communities con- 
sidering the establishment of a new 
hospital organization of an oppor- 
tunity to participate in this service. 
The Association accepts such hos- 
pital organizations as associate in- 
stitutional members until their hos- 
pital has been erected and in op- 
eration long enough to meet the 
qualifications for active  institu- 
tional membership. 

The committee plans to recom- 
mend that a roster of potential 
panel members be compiled. Per- 
sonal members of the Association or 
the voting representatives of active 
institutional members—who are ac- 
tively engaged in hospital adminis- 
tration, in supervisory capacities for 
groups of hospitals or in special ca- 
pacities for governmental or similar 
health agencies—will be eligible for 
inclusion in this roster, providing 
their experience in hospital ad- 
ministration and construction meets 
certain minimum standards yet to 
be developed. 

Panels for the review service are 
to be chosen from among the mem- 
bers of this roster by the subscriber 
hospital. The subscriber hospital 
will also be responsible for the fur- 
nishing to the panel of the substan- 
tial amount of data needed in order 
that the prospective plans may be 
properly analyzed. In its delibera- 
tions, the panel will be joined by 
members of the subscriber hospi- 
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tal’s board of trustees, their ad- 
ministrator, their architect, their 
hospital consultant, if any, and 
whatever other hospital personnel 
the subscriber elects. 

These general ideas digest the 
current conclusions of the commit- 
tee. All of these recommendations 
are still open to debate and amend- 
ment. More basically, decisive ac- 
tion is yet to be taken on the very 
establishment of the service. How- 





ever, the indications are that the 
service would provide a definite an- 
swer to an unsolved problem and 
that it is unlikely to overlap to any 
extent the functions of the con- 
sultant. There is good evidence to 
substantiate the basic premise that 
this service can save the Associa- 
tion’s member hospitals many build- 
ing dollars and many more operat- 
ing dollars and thereby thoroughly 
justify its establishment. 


Public Relations Turns to 
HEALTH EDUCATION 


T MOUNT SINAI HOSPITAL in Chi- 
A cago, the initial four monthly 
health educational meetings have 
been well attended. Described as a 
public relations project, the pro- 
gram is designed to acquaint the 
public and the hospital family with 
ways of achieving and keeping good 
health. In doing that the program 
has been successful in its early days. 

That the meetings will increase 
in popularity and become an inte- 
gral part of the hospital program is 
hoped for by the promoter, Mrs. 
M. D. Newfield, superintendent of 
volunteers at the hospital, and by 
Dr. Stephen Manheimer, hospital 
director. 

Originating in a department head 
meeting, the idea has developed 
into a planned program. A four 
member committee was named from 
the department head list and this 
group is responsible for outlining 
the general patterns of programs. 
When a topic is named, the hospital 
department whose work routine is 
most closely related is named host 
for the evening’s event. 

Each session is opened with a 
short movie, the films being ob- 
tained from public health agencies. 
The guest authority is then allowed 
half an hour for his talk. These 
talks are non-technical presenta- 
tions designed primarily to benefit 
the lay volunteer workers and hos- 
pital friends. Outsiders have consti- 
tuted more than half of the near 

50 persons attending each month. 

Cards are distributed at the open- 
ing of each meeting for submitting 
questions and suggesting topics for 
future meetings. Because of the 


spontaneous verbal response, these 
cards have not been used exten- 
sively. They are of greatest value 
for those who might not voice a 
question because of personal factors 
and it is often those questions which 
determine the usefulness of the 
program to an attending individual. 


Posting illustrative placards and 
distributing educational leaflets in 
the lecture hall helps in presenting 
the topic. Like the films, these are 
obtained from health service groups, 

A short visiting period, during 
which time a small lunch is served, 
concludes each program. 

It is planned to continue the 
health program for nine months of 
each year. If open meetings are 
conducted during the summer, they 
will be for recreation only. 

In the first four meetings the 
topics discussed were nutrition, 
with Margaret Falstand, associate 
director of the department of nutri- 
tion of the American Red Cross, as 
guest authority; sleep and relaxa- 
tion, Dr. Nathaniel Kleitman, pro- 
fessor of physiology of the Univer- 
sity of Chicago; cancer, Dr. J. J. 
Moore, pathologist and former 
president of the Chicago Medical 
society, and Blue Cross. How to 
live comfortably in summer will be 
discussed at the May meeting. 

Increasing enthusiasm has been 
shown toward the program. At 
Mount Sinai the small Kurtzon 
auditorium can accommodate only 
150 persons. A new nurses’ home 
is near completion and by autunin 
it is hoped that this will permit at- 
tendance by almost 500 persons. 
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Attaining Economy in the Pharmacy Through 


NON-STERILE MANUFACTURE 


OST HOSPITALS, regardless of 
M size, can effect considerable 
dollar savings by manufacturing in 
the pharmacy department. The 
term manufacturing includes both 
sterile and non-sterile products, 
but the discussion here will be re- 
garding preparations of a non- 
sterile nature, since another article 
in his series will cover sterile solu- 
tions. This paper is concerned 
chiefly with the manufacture in 
bulk quantities of standard for- 
mulas for inpatient and outpatient 
consumption on an “ahead of time” 
basis. 

A list of products that can be 
manufactured includes everything 
from simple solutions to tablets of 
every size and description, and 
could include capsules, tinctures, 
elixirs, mixtures, massage alcohol, 
lotions, suppositories, syrups and 
ointments. All preparations used in 
the hospital which are official in 
the United States Pharmacopoeia 
and the National Formulary as well 
as special formulas of a like nature 
which have found a place in the 
hospital medicinal formulary should 


be included. 


The list may include many for- 
mulas for special investigational use 
and such items as complex vitamin 
preparations. Aside from medicinal 
substances, the department may pre- 
pare such items as deodorants, du- 
plicating fluid, floor waxes, metal 
polish and other products normally 
required by a hospital. 

There are definite advantages to 
manufacturing in the pharmacy, 
but the chief one is dollar savings. 
For the products the pharmacist is 
able to make, it can be shown that 
many costs can at least be cut in 
half, others more or less. We believe 
that the minimum saving that can 
be effected is not less than $2,000 
annually for each 100 beds. Thus, 
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a 500 bed institution can save ap- 
proximately $10,000 a year. These 
figures will fluctuate somewhat ac- 
cording to the presence or absence 
of a dispensary clinic since con- 
sumption of drugs by clinics is con- 
siderable. 

We consider it good judgment to 
make many products in the interest 
of consistency, since there are fre- 
quently variations in products ob- 
tainable commercially unless all are 
purchased directly from one manu- 
facturer. Lack of consistency re- 
quires time-consuming explanations 
to nurses, doctors and patients, 
often with uncertain and dubious 
results. 

Manufacturing is also an advan- 
tage because of lack of immediate 
availability of finished products in 
local markets, even though a marked 
monetary savings may not be ef- 
fected. Raw materials are nearly 
always available on the pharmacy 
shelves for ordinary prescription 
compounding and an increase of 
bulk material and the number of 
items will permit their use for 
manufacturing. 

Quality will be equal with that 
of products obtainable commer- 
cially. Pharmacists are well trained 
in the art of compounding all phar- 
maceuticals having an official status 
as previously mentioned. A great 
percentage of the medicinal sub- 
stances required for hospital use 
fall within this category, or are sim- 
ply prescription formulas adopted 


Hospital Pharmacy 








by committees responsible for the 
hospital medicinal formulary. None 
of these involves a professional art 
beyond the reach of the experienced 
hospital pharmacist and the quality 
should be beyond reproach. 

The equipment required to pro- 
ceed with the plan outlined here 
need not involve too much of an 
investment. For a hospital of 150 to 
200 beds, existing technical equip- 
ment used for prescription com- 
pounding, plus a small suppository 
machine, portable mixer and glass 
lined storage tanks for soap, germi- 
cides, medicated alcohol, and simi- 
lar items may suffice. The invest- 
ment will not be over a few hundred 
dollars. In some smaller hospitals 
much can be done with little more 
than ordinary prescription necessi- 
ties. 

In larger institutions of 500 bed 
capacity, it can be shown to be good 
economy to manufacture com- 
pressed tablets. A single punch tab- 
let machine along with equipment 
for powder mixing and granulating 
—all or part of which may be essen- 
tial—require a total investment of 
about $1,000. Likewise an ointment 
mill, a batch mixer of 20 gallons 
or more capacity and filtering equip- 
ment, may well find a place in these 
institutions with possibly a few 
hundred dollars more invested. 

These figures may sound like con- 
siderable money to some readers, 
but in a year or so (and more often 
less than a year) the money will be 
returned with interest. And “‘inter- 
est” will come in a different way 
also—in inspiration and accomplish- 
ment. Following is a list of sug- 
gested equipment, all or part o! 
which may be needed to adapt the 
plan to your hospital: 
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Water Viscolizer 
Batch mixer Filter transfer 
Storage tanks pump 
(glass lined) Suppository ma- 
Portable mixer chine 
Ointment mill (cold) 
Tablet compressing Suppository molds 
machine Hot plate 


Powder mixer Water bath 


Wet and/or dry Tube filling 
granulator machine 
This list does not include ordi- 

nary small technical equipment re- 
quired for prescription compound- 
ing, since all hospitals operating a 
pharmacy already have these. Others 
are already doing manufacturing on 
a limited but outmoded scale, but 
may have part of the items listed, 
such as a water still. Very large hos- 
pitals may find this list inadequate 
and some of the equipment may be 
obsolete for very expanded pro- 
grams. The group mentioned here, 
however, should fill most, of the 
needs for the average institution 
up to 1500 beds. 

In establishing an efficient and 
progressive manufacturing labora- 
tory, regardless of size, it is advisable 
to make available a number of text 
books covering the subject needs, 
as well as current magazines to keep 
the pharmacist posted on markets 
and special formulas. The dollar in- 
vestment is not large. It is well for 
the manufacturing pharmacist to 
develop a formulary of his own with 
complete details as to procedures 
on bulk formulas. 

The following list of suggested 
books and periodicals, (although 
many others are available and may 
seem more adaptable) will serve as 
a guide for the uninitiated: Profes- 
sional Pharmacist, Drug & Cosmetic 
Industry, Journal American Phar- 
maceutical Association (practical 
edition), Drug and Cosmetic Indus- 
try Journal, “Art of Compounding” 
(Scoville), “Tablet Manufacture” 
(Stokes Machinery Co.), American 
Pharmaceutical Association recipe 
book. ; 

In expanding pharmacy facilities 
to permit the execution of any 
manufacturing project, it will be 
necessary to consider floor and shelf 
area requirements. The trend of 
hospital architects in the past few 
years has been to allocate approxi- 
mately five square feet of floor area 
per bed to the pharmacy depart- 
ment. Approximately 25, per cent of 
this area should be allotted to man- 
ufacturing and 50 per cent to stor- 
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MANY TYPES of tablets used in quantities 


can be manufactured at considerable savings. 


age. Arrangement and subsequent 
division of the space will depend 
on the extent of manufacturing and 
the efficiency of the storage area. 
Here much consideration should be 
given to shelving. At least two 
square feet of shelf space is neces- 
sary to properly locate all raw mate- 
rials and finished products in the 
manufacturing unit. 

In considering the requirements 
in relation to their particular prob- 
lem, many administrators will find 
that many of the requirements al- 
ready have been met, or can be met 
with a little rearrangement of exist- 
ing equipment. 

In order to manufacture on any 
scale, it is, of course, essential that 
the hospital employ a competent 
pharmacist, unless such a person is 
already available full time. Often 
with proper organization of proce- 
dures, the existing personnel has 
less active periods which may be de- 
voted for all the manufacturing that 
it is practical and profitable to do. 
In hospitals normally employing 
more than one pharmacist, part 
time of one or both may be allo- 
cated to the project. In hospitals of 
500 beds or more it can be shown 
that it is profitable to employ a 
pharmacist—and possibly one or 
more assistants—specifically for the 
manufacturing unit. 

Before entering into any manu- 
facturing in the hospital pharmacy, 
it might be wise to prove the sound- 
ness of the venture. It is important 
to remember the points previously 
discussed in this article regarding 


quality of self made products, con- 
venience of extemporaneous prepa- 
ration and consistency in products, 
but all of these are of secondary im- 
portance until it can be shown that 
actual dollar savings are effected. 

A survey of the problem might be 
made reviewing all purchase of 
tablets, ointments, suppositories and 
pharmaceutical preparations for the 
last two years. Determine the cost of 
purchasing these on a contract basis 
for a year; consider their costs and 
the total cost of manufacturing 
these products yourself. In finally 
determining the savings you can ef- 
fect, consider chiefly the out-of- 
pocket costs for any investment nec- 
essary to carry out the program. 
This cost may entail some extra 
expense. On the other hand you 
may require only existing labor, 
space, power and equipment and 
it may not be fair to include these 
in computing the actual cost of 
manufacturing. 

For establishing a complete man- 
ufacturing laboratory all these items 
must, of course, be included, along 
with general hospital administra- 
tive costs and amortization of any 
equipment installed for the pur- 
pose. 

In determining savings, a break- 
down for each type of product is 
also advisable. For example, the 
problem of tablet manufacture in- 
volves a recapitulation of all the 
tablets which it is practical to man- 
ufacture, with particular considera- 
tion given to the savings possible, 
maintenance and amortization of 
tablet machinery required. Like- 
wise, in making bulk quantities of 
ointmients, it may not be proper or 
wise to invest in machinery unless 
the total requirements will produce 
ample savings to pay for it. 


SUMMARY 

In summarizing, it may be pointed 
out that manufacturing of non- 
sterile products in the hospital phar- 
macy has definite advantages—chief- 
ly, dollar savings. Other important 
advantages are quality, consistency 
and greater availability, as well as 
improvement in service and reduced 
cost to the patient. It has been 
shown that the plan involves a rela- 
tively modest financial investment 
and may provide for more produc- 
tive use of available pharmacy per- 
sonnel. 
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Edito rials 


Welcome! 


ALL VETERANS ADMINiSTRATION HOSPITALS, now num- 
bering 100, have become members of the American 
Hospital Association. In extending a special welcome, 
we recognize the coming of these new members as an 
event of importance. 

This is the first time federal hospitals have been 
permitted to hold membership in any association, and 
much can be made of the precedent. 

It used to be that federal government hospitals and 
voluntary hospitals had little in common, but that 
day is fading fast. In the age we are now entering, 
health care is widely viewed as a national problem. 
Whatever the fate of pending legislation, we may 
never again expect to see the broad field of health 
care divided into several strictly autonomous areas. 
The areas must continue to exist for practical reasons, 
but there will be much more collaboration across the 
borders. ‘There appears to be no other procedure, if 
we are to maintain our high American standards, at 
the same time adapting them to new demands. 

Association membership on the part of Veterans 
Administration hospitals can be merely a symbol of 
this new collaboration, or it can be considerably more 
if some effort is expended on both sides. 

Every veterans’ hospital may nominate a representa- 
tive to participate in Association affairs. Eighteen state 
associations affiliated with the American Hospital 
Association have extended full membership privileges 
to these representatives. Such is the foundation for a 
new relationship that should be mutually profitable. 
The Association offers all its services and facilities— 
its literature, its Bacon Library, its meetings, its many 
special programs. 





+? 


Hospital Construction 


THE IMMEDIATE OUTLOOK for hospital construction 
is something less than cheering, as anyone who reads 
this issue of Hospirats must realize. A shortage of 
labor and materials was more or less anticipated, but 
the rise in costs is much beyond the expectations of 
most administrators and trustees. 

If costs climb to $8,800 a bed, the mean-figure esti- 
mate of several architects, the building plans of many 
hospitals will be seriously affected. There will have 
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to be a choice between less plant for the budget ai- 
ready fixed, and a further postponement while mo:ec 
funds are raised. In either case a great deal of planniiy 
effort will have been wasted. 


While this waste and confusion are in no sense we!- 
come, an unavoidable wait for materials or labor or 
more building money may be turned to advantage in 
many cases. For one thing, the administrator without 
a good deal of building experience today may draw 
upon three resources that were never before available 
—all of them new services of the American Hospital 
Association. 


These are a roster of approved hospital architects, 
a list (not officially approved) of experienced hospital 
consultants, and a planning review service that is 
described in this issue of the journal. From this tinie 
forward, no hospital need be inadequately planned or 
poorly build for lack of expert guidance. 


In addition, the war has left many communities 
with changed or changing requirements for hospital 
facilities. The war has combined with other factors 
to set in motion some trends that affect hospital re- 
quirements everywhere. There is a trend toward 
greater volume of hospital care of all kinds, a trend 
toward greater government concern with the avail- 
ability of hospital care, a trend toward extending the 
scope of a general hospital—to mention only a few. 


The pressure for more and better facilities is such 
that no hospital is likely to await developments, if it 
is in a position to proceed with construction now. At 
the same time, the prospect is not quite black for 
those who must overhaul their plans. 
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Reminder 


PUBLIC RELATIONS as an art or science has grown in 
many directions since the inauguration of National 
Hospital Day, but nothing has quite taken the place 
of this early device for periodically reminding the 
community of its hospital needs and achievements. 


Every year on May 12 there is a job to be done in 
every community, this year perhaps more than ever. 
Nearly all hospitals are still struggling to maintain 
service under the handicap of war-born shortages. A 
good Hospital Day program can attack this problem 
in two ways. It can call attention to the need for help, 
and it can explain without apology the difficulties 
under which service is maintained. 


The voluntary hospital as an institution continucs 
to be threatened with extinction by well-meant pro- 
posals for reform. These threats will vanish when a 
greater proportion of the public appreciates the valuc 
of its voluntary hospitals; and to spread such aprecia- 
tion is the primary purpose of National Hospital Day 
programs. 
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Service Benefits 

BLUE CROSS PLAN EXECUTIVES, meeting in Cincinnati 
late in March, petitioned the Board of Trustees of the 
American Hospital Association to issue an unquali- 
fied endorsement of service benefits for Blue Cross 
subscribers. It was a timely and significant action. 


The dramatic growth of this voluntary movement for 
making hospital care more readily available has fired 
the imagination of the American people. No other co- 
operative movement has ever enlisted in so short a 
time the support of some twenty-one million people. 
It is an outstanding example of the public organizing 
to meet its own needs, rather than transferring that 
responsibility to government—as has been suggested as 
the easy solution to many social problems. 

But the remarkable growth of Blue Cross also has 
created a great new problem, one that is made more 
acute by the nature of these times. 

Hospitals today are confronted with sharply rising 
costs. ‘Through the phenomenal expansion of Blue 
Cross, a steadily increasing proportion of hospital 
facilities are used by Blue Cross patients. With their 
service contracts, these patients offer no ready source 
of new income with which to meet the new costs. 

As a first alternative, the administrator naturally 
turns to the hospital’s non-Blue-Cross patients, those 
who may be asked to pay the increased cost of each 
service used. The extent to which these separate serv- 
ice charges may be raised is obviously limited, and now 
it develops that the number of patients subject to such 
charges is steadily shrinking. 

Facing this obstacle, the administrator is bound to 
weigh a second alternative. If the hospital might 
charge all patients for each separate service according 
to cost, it would be fairly easy to get revenue and 
expenses back in balance. 

Service benefits? The administrator may be no less 
imbued with the ideal, but somehow he must make 
ends meet; and he finds little comfort in the prospect 
of waiting for the tumult of reconstruction to wear 
itself out. Still it is plain to anyone who looks into the 
future that this second alternative will not do—that 
service benefits cannot be abandoned without jeopard- 
izing the entire voluntary movement. 

If the solution lies not in abandoning service bene- 
fits, neither does it lie wholly in retaining them. 
The immediate future requires that hospitals reaf- 
firm their faith in the principle that Blue Cross sub- 
scribers receive full service. It also requires Blue Cross 
plans to see that hospitals receive adequate payment 
lor the services used*by Blue Cross patients. 

A joint meeting of the Hospital Service Plan Com- 
mission and the Board of Trustees is scheduled for 
june 28. Between now and June 28 there is time 
enough for all concerned to familiarize themselves 
with the whole issue. If this is done, the great new 
problem will be solved, as were some equally great 
problems that arose before the war. 
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An Urgent Invitation 


THE PLAN to make medical and hospital care avail- 
able to veterans with service disabilities, in their home 
communities, has suffered some delay that probably is 
unavoidable under the circumstances. It has been 
necessary for many thousands of people scattered 
through hundreds of communities to grasp a wholly 
new idea of cooperation between federal government 
and voluntary agencies. 

Up to this point the delay has not been a serious 
threat, but it can easily become one. The Veterans 
Administration stands ready to deal with every hos- 
pital in the United States, as nearly as possible on the 
individual hospital’s own terms. No one is asked to 
provide care for veterans at less than actual cost, and 
never before has so large a government program been 
reduced to such a minimum of red tape. 


But at the other end of the equation there is a 
variety of voluntary organizations—hospitals, hospital 
associations, Blue Cross plans, state and local medical 
societies. They represent a cross-section of the volun- 
tary movement, and as such they are confronted with 
the most dramatic challenge ever extended to this 
movement. 


Each agency directly involved has a full backlog 
of immediate problems. Each feels obliged to guard its 
own prestige against all encroachment. Each is tempted 
to pass by any involvement that might disturb a com- 
fortable atmosphere. If even a strong minority of the 
organizations directly exposed to this challenge follow 
such inclinations, the test case will be lost. 

In a majority of the 48 states, no progress is reported 
by the Veterans Administration. In all areas, but espe- 
cially in these, there is an obvious need for leadership; 
and in the end it makes little difference who or what 
organization takes the initiative. The steps leading to 
necessary contracts with the Veterans Administration 
are reported in the news section of this issue. To start 
negotiations or to speed them along—here is an open 
and urgent invitation to hospitals. 
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Local Control 


SINCE THE DAY after Japan’s defeat the Association 
has kept in touch with federal agencies concerned with 
the control of building materials. Although the Civil- 
ian Production Administration’s order of March 26 
gives no special’ recognition to hospital needs, the 
resulting situation could scarcely be more promising. 


Requests for construction permits will be passed 
upon by regional advisory committees made up of local 
citizens. Assuming that neither the law nor current 
administrative intent is changed, individual hospitals 
should have little trouble these days proving that con- 
struction is essential. 
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July Institute Will Study 
COST ANALYSIS 


N LINE WITH current interest in 
I the field of hospital accounting 
and business management, the 
American Hospital Association an- 
nounces an Institute on the Theory 
and Practice of Cost Analysis in 
Hospitals to be held at Indiana 
University, Bloomington, July 22 
through 26. Stanley Pressler, C.P.A., 
associate professor of accounting at 
the university, and consultant to 
the Association’s Accounting Com- 
mittee, will direct the five day in- 
stitute. Capable and experienced 
men in the field will comprise the 
faculty. 

The first days of the institute 
will be devoted to lectures and dis- 
cussions pertaining to basic theories 
of cost principles, objectives of al- 
locating costs and the mechanics 
involved. Beginning on the second 
day a specific problem will be ana- 
lyzed and subsequently worked out 
according to three methods long 
favored in the field. 


The three will be explained in 
step-by-step procedure as each ap- 
plies to a 200 to 300 bed hospital. 
The second and third methods will 
be described in detail on the third 
and fourth days. On the last day 
results will be studied, contrasted 
and discussed in terms of rate ap- 
plication. 

On Tuesday and Wednesday 
nights a group discussion, led by 
one of the faculty members, will 
take place. Remaining members of 
the faculty will be available for 
meetings and conferences involving 
individual problems. On Thursday 
night several groups will be formed 
—each to study one of the special 
problems of nurse education cost, 
group payment plans, x-ray depart- 
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INSTITUTE IN TEXAS 


Plans are being scheduled for a 
five-day Institute on Basic Ac- 
counting and Business Procedures 
to be held in Houston, Texas, be- 
ginning June 9. An extensive pro- 
gram is being drafted jointly by 
the Association and a local com- 
mittee, with enrollment expected 
to be limited to 100 persons. 

Requests for information re- 
garding requirements, application 
forms and other details should be 
addressed to: Kenneth William- 
son, secretary, Council on Admin- 
istrative Practice, American Hos- 
pital Association, 18 East Division 
Street, Chicago 10. 











ment costs, and comparable nurs- 
ing costs on medical and surgical 
floors. 


In view of the importance of 
both the subject and plan of study 


to be followed, attendance will he 
limited to a maximum of 75, regis- 
trants meeting the following re- 
quirements: 

“Registrants will be limited to 
persons who are members of thie 
American Hospital Association, or 
employed by hospitals which are 
institutional members, and who 
are employed in hospitals of 100 
or more beds. 

“Applicants must have had two 
years of accounting work at the 
university level, or the equivalent 
in experience, which is to be de- 
termined as three years work in a 
supervisory capacity in hospital ac- 
counting and business manage- 
ment.” 

The institute fee has been fixed 
at $20. Room cost and meals at the 
university for the five day period 
have been set at $25. As an unusual 
amount of interest is anticipated, 
those who are eligible and wish to 
attend are advised to send for an 
application form at an early date. 
Requests should be addressed to: 
Kenneth Williamson, Secretary, 
Council on Administrative Prac- 
tice, American Hospital Associa- 
tion, 18 East Division Street, Chi- 
cago 10. 

The application should be com- 
pleted in detail and returned to 
Mr. Williamson accompanied by 
a check for $20 covering the insti- 
tute fee. The fee for room and 
meals is payable at the university 
at the time of the institute. 


cost ACCOUNTING 


- theory and practice 


RBEE 


EMPHASIS will be put on the practical techniques of accounting for hospital departments. 
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GOOD personnel-management relations are maintained by encouraging employees to contribute ideas for improving the firm's operations. 


EMPLOYEES SHARE Responsibility 
By MULTIPLE MANAGEMENT 


THOMAS R. REID 
DIRECTOR, PERSONNEL AND PUBLIC RELATIONS, McCORMICK & COMPANY, BALTIMORE 


NY BUSINESS ORGANIZATION can 
A improve its management-em- 
ployee relationships by taking a les- 
son from the American govern- 
ment. For centuries wars have been 
fought to keep free the American 
democracy, which gives every Citi- 
zen the right to a voice in how the 
country is managed. 

Yet the average employee in 
American business has less partici- 
pation in the management of the 
company than in democratic gov- 
ernment. 

There is a _ practical way to 
achieve this feeling of participa- 
tion in the affairs of the company 
which will help to improve em- 
ployee morale and at the same time 
produce many ideas for the good 
of the business. Whether that busi- 
ness happens to be a hospital or a 
manufacturing plant makes little 
difference fundamentally. 

The plan can be applied to any 
hospital; the pattern is flexible. The 
basic philosophy is to bring more 
people into management of the en- 
terprise. 

It is called multiple management. 
Multiple management trains lead- 
ers, produces ideas and wins the 
confidence of the employee group 
by showing that management holds 
a sincere interest in employee wel- 
fare, 
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Developed in 1932 by Charles P. 
McCormick at McCormick & Com- 
pany, Baltimore food and drug 
products manufacturing firm, the 
system has succeeded in that busi- 
ness and 500 other firms in the 
United States and abroad which 
have put the plan—or some varia- 
tions of it—into effect. Multiple 
management is adaptable to any 
size and type of business; it has 
succeeded in manufacturing plants, 
banks, retail and wholesale mer- 
cantile companies and church or- 
ganizations. The system will also 
work in hospitals. 

Multiple management has passed 
both the preliminary research and 
laboratory experiment stages. The 
plan is a veteran of 13 years’ opera- 
tion and the years since 1932 have 
been an excellent testing period. In 
that time the business has gone 


Personnel 
Management 


through the lean years of depres- 
sion, the testing times of returning 
prosperity and a great world war. 

In tribute to the soundness of the 
original principle, the plan has sur- 
vived all these varied cycles of busi- 
ness circumstances. Each new test 
has proved that multiple manage- 
ment has the strength to meet any 
situation which might arise. There 
are frequently expressed beliefs in 
the company today that with mul- 
tiple management the path has 
been easier through depression and 
war than through normal periods 
without it. Its flexibility has been 
demonstrated the hard way. 

This article describes the com- 
pany’s experiences under multiple 
management. As a member and 
former chairman of the junior 
board of directors, I can present 
the viewpoint of one who is inti- 
mately associated with all details 
of multiple management and has 
benefited by its philosophy. 

The fundamental is a simple one 
easily applicable to any business 
operation. The plan’s name means 
exactly what it says—“‘management 
by many.” Its basic premise is that 
the more persons who can _ be 
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brought efficiently into active man- 
agement participation, the greater 
will be the employee’s knowledge 
and interest in company affairs. 
McCormick & Company has four 
boards of company directors rather 
than one. It has 50 directors rather 
than the normal 12 or 15. Further- 
more, all of these are active direc- 
tors—company executives whose in- 
terest in McCormick is their main 
interest. They are not absentee di- 
rectors. The system assures repre- 
sentation on its management boards 
of every one of the 920 employees— 
just as Congress assures representa- 
tion in its two houses for every one 
of the nation’s 130,000,000 citizens. 


This, in brief, is multiple man- 
agement. It is the opposite extreme 
to the old school of business man- 
agement which held that control by 
one man at the top, or at most a 
few men at the top, was. the right 
way to get a job done fast and well. 


Multiple management is the sort 
of thinking in business which is 
comparable to democracy in gov- 
ernment. I came to McCormick & 
Company because of multiple man- 
agement, following years of service 
as executive vice-president of the 
United States Junior Chamber of 
Commerce, an organization of 125,- 
000 young businessmen between the 
ages of 21 and 35. It was my job to 
observe the opportunities for young 


men and to determine how they 
could serve best the free enterprise 
system. , 

The first step toward bringing 
more men into management was the 
establishment of a second board of 
directors in 1932. There already ex- 
isted the usual policy group which 
up to that time had for the large 
part merely endorsed the _presi- 
dent’s course. This board was re- 
named the senior board of directors 
and made active as a real policy- 
determining body working with the 
president. Then, Mr. McCormick 
organized a new junior board of 
directors. This second board was 
made up of all executive-minded 
men in the company, young or old, 
who were not members of the senior 
board. They were given power to 
govern themselves. They set up 
their own bylaws and elected their 
own chairman and secretary. They 
were told to set up in the bylaws a 
procedure to perpetuate their board 
with semi-annual elections so they 
would, after the first group, regu- 
larly drop three men who proved 
least capable and give three new 
men in the company a chance to 
prove themselves. 

The factory board of directors 
was a logical next step. This board 
was set up to include as members 
those men who were not on the 
senior or junior boards but who 
were primarily concerned with man- 


JUNIOR BOARD members prepare for executive jobs by considering practical office policies. 
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ufacturing and production prob- 
lems. This group set up its own by- 
laws and procedures identical with 
the junior board and elects its mem- 
bership semi-annually. 

Soon afterward the third develop- 
ment came with the establishmen| 


. of the sales board of directors. Here 


the membership was chosen from 
sales executives working in Ballti- 
more and salesmen throughout the 
country, who had demonstrated spe- 
cial abilities and interest in the 
company’s good, to qualify them as 
representatives of the sales force. 
This board meets less frequently 
because its members are located fai 
from the home office in most cases. 
The board meets at sales conven- 
tions and conferences at least once 
or twice a year and it is felt that 
the management contributions of 
outside men working and studying 
field conditions is a valuable aid to 
round out multiple management. 

The principle still applies that 
the junior, factory and sales boards 
act as “feeders” of ideas to the sen- 
ior board. For our business, the 
three lower boards cover the logical 
three branches of the firm—office, 
factory and sales. The junior board 
has now assumed practical respon- 
sibility for policy consideration on 
such matters as: Merchandising, 
sales campaigns, advertising, office 
efficiency, office personnel, new 
products, packaging and _ packing, 
market surveys, public relations and 
executive training. 

The factory board considers and 
advances ideas on such matters as: 
Production schedules, new machin- 
ery, building maintenance, factory 
personnel, machinery improvement, 
time and motion studies, shipping 
problems, warehouse policies, stock 
handling, order filling, safety and 
first aid and foremen training. 

The sales board confines itself ex- 
clusively to merchandising, sales 
and advertising matters. 

It is important to note two things 
in reference to this division of func- 
tions which, incidentally, have 
never been set but which have 
proved to be the logical division of 
subject matter for consideration as 
shown by a study of the minutes of 
meetings for the boards over a pe- 
riod of years. 

1. There is no attempt by the 
senior board to define the limits of 
junior or factory board discussion. 
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It is considered essential that mem- 
bers have a place to express their 
beliefs on any phase of the busi- 
ness. Senior board members are in- 
vited but seldom sit in on junior or 
factory board meetings. Opinions 
are stated freely and discussed on 
any matter of interest. ‘Thus, mem- 
bers whose normal duties might be 
concerned with one small depart- 
ment of the business, are given 
training and knowledge of all func- 
tions of the business and gain a 
much broader concept of company 
affairs. 

2. Board discussions and deci- 
sions are not final. This answers 
the question often asked us: “What 
keeps these young fellows from tak- 
ing the business into their own 
hands?” The junior board and fac- 
tory board discussions can be en- 
acted into recommendations on any 
topic only by unanimous vote of 
board members. This means that 
the “radical” is counterbalanced by 
conservatives and vice versa. 

A junior or factory board recom- 
mendation is then referred to the 
senior board (or, on minor matters 
to senior board members who head 
the department concerned) for final 
action before being put into effect 
as a company policy or operation. 
Ideas are discussed so thoroughly 
before being enacted as recom- 
mendations that the record of ac- 
ceptances by the senior board is 
amazing. 

A study of junior board minutes 
over a five-year period reveals that 
2,109 definite recommendations 
were passed and submitted to the 
company for action. Of this num- 
ber, only six were turned down; 
thus 2,103 fresh new ideas found 
their way into company operations. 
This represents a greater number of 
ideas put into effect than the board 
of directors had enacted under the 
old system in the entire period from 
188g to 1932. 

It is not the purpose of multiple 
management to cut across depart- 
mental lines or assume supervisory 
authority. The boards must be 
looked upon as supplemental idea 
groups, discussion groups and train- 
ing schools for executives—and not 
as deciding factors on every routine 
decision. Department heads and 
supervisors have the same functions 
and the same kind of authority to 
plan and act for the good of the 
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business as those of any other com- 
pany—and act with the same eff- 
ciency. But the multiple manage- 
ment boards help them by encour- 
aging ideas, reviewing and discuss- 
ing plans and preparing men under 
top management for vacancies as 
department heads as they occur. 

The training school function of 
multiple management has proved 
over the years to be almost as valu- 
able to the business as the idea- 
originating function. The senior 
board of the company now consists 
of 12 men in addition to the presi- 
dent. Of those 12, eight are former 
junior board members. The young 
executive who was chairman of the 
junior board in 1933 is now a vice- 
president of the company at the age 
of 36. 

Similar evidence of training in 
executive leadership through the 
junior and factory board are re- 





PROVED BY TEST 


The plan of multiple manage- 
ment outlined in this article by 
Mr. Reid is far past the “interest- 
ing innovation” stage. It has been 
proved workable both by the orig- 
inating company, of which Mr. 
Reid is director of personnel and 
public relations, and by some 500 
firms in this country and abroad. 
It merits careful review by hos- 
pital directors now planning man- 
agement realignments in order to 
meet specialized conditions of the 





postwar years.—Carl I. Flath 








flected in choice of supervisors and 
foremen. Every foremen of conse- 
quence in the plant today has served 
on the factory board and many on 
the junior board. Except for de- 
partment heads in the office who 
were on the senior board in 1932, 
every department head in the com- 
pany today is a former junior board 
member. 

In 10 years, 57 young executives 
were given opportunities to prove 
their ability on the junior board, 
under the system which calls for re- 
placing three active members each 
six months with three new mem- 
bers. There have been 64 men given 
similar opportunity to serve on the 
factory board in the same period. 

The sales board has given the 
executive group in Baltimore three 
men to serve in critical inside ca- 
pacities since the war began. 

Multiple management trains men 
to manage. When executive vacan- 
cies occur, there is a man ready to 
step in who knows the company as 
a whole—not one department only 
—and who has had practical experi- 
ence on the junior, factory or sales 
board in leadership and executive 
procedure. 

Multiple management was equal 
to the test. This business was con- 
verted from 100 per cent peacetime 
operation to more than 45 per cent 
war business with new products in 
a few months. 

None of the gains in employee 
welfare and good relations were lost 
in the transition. Good employee 
relations and multiple management 
training systems were a salvation in 
days of high turnover, abstenteeism 
and draft demands on manpower. 

Now, multiple management is 
proving equally effective in convert- 
ing to the postwar period. The jun- 
ior board suggested, developed and 
put into operation the company’s 
postwar planning department. 

Democracy defeated dictatorship 
in war. Democracy in business has 
proved its superiority on the home 
front. Multiple management and 
similar plans of equal unselfishness 
will assure to employees in the 
future the same privileges of de- 
mocracy in their jobs which our 
armed forces fought to maintain 
for them as citizens in a free na- 
tion. And the same principles ap- 
plied in hospitals should bring ef- 
fective results. 
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. enrolled miners, farmers and drillers 


. . « painted blue slogans on every building 





. sharing a room with a harmless roommat: 


THEY WILL SIGN UP, BUT— 


AN YOU WIELD a paint brush? Do 
C you own a pair of hip boots? 
What’s your weight and how tall 
are you? Do you have a jealous 
wife? Are you afraid of mice? 
Strange questions are these which 
Elmer Nester, associate director of 
the St. Louis Blue Cross plan, asks 
applicants for out-state enrollment 
work, but they have brought results 
as shown by the record of the plan 
in the last two years. 

The area covered by St. Louis in 
Missouri and southern Illinois is 
divided among five district super- 
visors. These men must bring Blue 
Cross to miners, sharecroppers, fac- 
tory workers, farmers and oil well 
drillers, in towns with hospitals and 
in areas where there is no hospital 
for miles around. The men must 
travel over dirt roads, climb down 
mine shafts, invade the section of 
Missouri infested with osteopaths 
and come up with Blue Cross appli- 
cations—and they do. 

Barnum had nothing on Blue 
Cross.- Each man carries among his 
equipment a can of blue paint and 
a metal stencil, 3 feet by 5 feet, 
bearing the words, ENROLL IN BLUE 
CROSS NOW in anything but small 
letters. When plans are set for the 
enrollment of a community, out 
comes the can of paint and store 
windows, sidewalks and_ buildings 
glow with the message. Recently, in 
New London, Mo., J. R. McKnight, 
whose sales background would fill 
a book, painted signs on every store 
in town except an undertaking 
establishment (it sold its own hos- 
pitalization policy). 
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It is not easy to convince civic 
leaders in communities in rural 
areas that their people need Blue 
Cross protection, but once con- 
vinced their cooperation is whole- 
hearted. A typical town is New 
London (population 1,005) located 
in Ralls County about 60 miles 
from Hannibal and _ Louisiana, 
where the nearest hospitals are lo- 
cated. After several calls on civic 
leaders, Mr. McKnight met with the 
board of aldermen and proposed 
Blue Cross as a community project 
for residents of New London. 


The board voted unanimously to 
sponsor Blue Cross for the city and 
appointed the city clerk to serve as 
the group treasurer. An advisory 
council was appointed and active 
solicitation went on for a week. 


Blue Cross “nurses” who help 
with individual solicitation in 
plants and small towns are a sturdy 
group. Any one of the 10 girls may 
spend one enrollment week inter- 
viewing employees in an elegant 
suite of offices—and the next week 
find herself in an oil boom town 
where she shares her room with 
furry four-legged animals. Recently, 
one of the girls spent the night 
perched on a straight chair after the 
hotel clerk had assured her that her 
roommate “‘ain’t gonna hurt yer.” 


Full page advertisements donated 
by local merchants or the news- 
papers are run; in every community 


where enrollment has been success- 
ful, the newspapers have cooperated 
to the fullest. Lucian Smith, editor 
and publisher of the DuQuoin (IIl.) 
Evening Call is responsible for 
spreading Blue Cross to Pinckney- 
ville and Sparta where community 
groups are being formed currently. 

The towns of more than 10,000 
population in Missouri can be 
counted on one hand. Most of them 
have well under 1,000 residents. 
These persons are still a trifle skep- 
tical of new ideas, although the 
radio and national publications 
have made them more health con- 
scious. 

Blue Cross, however, has more 
than made a dent in out-state en- 
rollment. Through the Farm Bu- 
reau, the automobile club, com- 
munity groups and small firms, 
75,000 members outside metropoli- 
tan St. Louis are protected. 

Stories (like the one heard in Du- 
Quoin recently by a Blue Cross 
representative) of the man who was 
spending his thirty-seventh day in 
an oxygen tent as a Blue Cross pa- 
tient, create more real interest than 
all the ballyhoo and enrollment 
ideas the office can think up. The 
record tells the best story: during 
1945, Group Hospital Service paid 
hospital bills for more than 8,000 
cases in out-state hospitals as com- 
pared with 5,000 in 1944. 


Rural areas will accept Bluc 
Cross—but it takes time, patience 
and ingenuity to enroll them. 
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Fight Ye ears’ Experience in New York with 
LICENSED PAID AIDES 


HE RECENT WAR has taught many 
‘— in the hospital world as 
well as in the world at large. How 
to give nursing care to patients in 
hospitals with a dwindling supply 
of registered professional nurses 
and a steadily increasing number 
of patients has worried hospital 
administrators and others respon- 
sible for nursing service during 
these troublesome years. In many 
institutions wards have been closed 
and patients either turned away or 
placed closer together in the re- 
maining wards to stretch the avail- 
able nursing power. 

Prior to the war considerable 
thought was given to the use of 
workers other than registered pro- 
fessional nurses for giving care 
either directly or indirectly to pa- 
tients. Studies had been made and 
many articles written about the 
number of non-nursing duties con- 
stantly being performed by nurses, 
which took their time away from 
nursing and reduced the amount 
of actual nursing care they could 
give to patients. This made the 
cost of professional nursing care 
seem prohibitive to many. Analysis 
of these duties has shown that 
many did not involve nursing, but 
did contribute to the welfare of 
the patient and could be executed 
by men and women without nurs- 
ing preparation. 

Some of the duties required some 
nursing skill, but less than that of 
the professional nurse. Reassign- 
ment of these activities would leave 
the professional nurse more time 
and opportunity to exercise her 
skill in the care of patients, thus 
contributing both to the wellbeing 
o! the patient and to the satisfac- 
tion of the nurse, who would be 
hearer to achieving her ideals of 
nursing service. Skilled nursing 
care has been considerably stretched 
by the use of volunteer aides who 
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have been taught certain nursing 
procedures and have made a con- 
tribution of inestimable value dur- 
ing the war years. Persons with 
some training or with training and 
experience as practical nurses have 
been used for the care of the less 
acutely ill. 

Increasing recognition is being 
given to the need for at least two 
types of workers to give direct care 
to the sick as well as another group 
to assist indirectly by doing the 
many essential but non-nursing 
duties. New York recognized this 
need 10 years ago and the State 
Nurses Association took the initia- 
tive in having the existing nurse 


practice act, which was merely a . 


protection of title, repealed. A new 
act, providing for the licensure of 
all persons who nurse the sick for 
hire, was substituted. 

Countless hours of study and dis- 
cussion were given to the subject 
before a bill was drafted and intro- 
duced into the legislature. Discus- 
sion groups included practicing 
physicians, state and county med- 
ical societies, state hospital associa- 
tions, lay users of nursing service 
and professional nurses engaged in 
various fields of nursing—institu- 
tional, industrial and public health. 
From the beginning, it was agreed 
that all who nurse the sick should 
be taught how to care for the sick 
and that all who nurse for hire 
should be licensed; those finan- 
cially less able to employ nurses 
and those ill with some chronic 
disease are as much entitled to ap- 
propriate nursing care as are those 
who can afford to pay or who are 
acutely ill. 

It was agreed that men patients 
as well as women should have good 
nursing care and that men as well 


as women nurses should be pre- 
pared. Up to this time, many hospi- 
tals would not think of permitting 
anyone except registered nurses 
to care for their women patients, 
but it was not at all uncommon, 
even in the best institutions, for an 
untrained man employee, known 
as an orderly, to execute all kinds 
and degrees of nursing procedures 
on the men patients! 

Recognition of the need for a 
second type of nurse brought with 
it the.need for preparing that nurse 
to assume the duties demanded of 
her. A committee representing 
medical, hospital, nursing and lay 
groups worked out policies and 
regulations, which should govern 
schools for the training of practical 
nurses as well as a general course 
of study and experience. 

Since the administration of the 
professional laws comes directly 
under the Department of Educa- 
tion in New York, the tentative 
course of study and regulations, 
after approval by the varied groups, 
were submitted to the department 
with recommendations that these 
be approved by the Regents of the 
University of the State of New 
York. In submitting them for ap- 
proval, the associate commissioner 
pointed out that they should be 
considered as tentative and that 
the ultimate course of study would 
have to be determined after all 
had practical experience in its ad- 
ministration. He emphasized that 
this was a pioneering venture with 
few examples anywhere in the 
country to serve as an example. 
The proposed course of study was 
not considered ideal, but subject 
to modification as experience de- 
veloped. 

The minimum requirements are 





few and simple. In general they 
provide for: 


1. Incorporation of the school or 
of the institution which conducts 
it. 

2. A minimum enrollment of 20 
pupils. This discourages the very 
small institutions which have little 
of value to offer as a school situa- 
tion. 

3. Suitable resources to provide 
for educational and other equip- 
ment. 

4. Acceptable faculty with all 
nurse members registered profes- 
sional nurses and graduates of reg- 
istered schools. A school of nursing 
cannot be better than its nursing 
faculty. Graduation from a regis- 
tered school in and of itself guaran- 
tees neither teaching ability nor 
knowledge of teaching methods. 
All instructors should have had 
courses in education and have rec- 
ords of proven ability as teachers. 

5. Length of course to be not 
less than nine or more than 18 
months. The length of course 


should be determined by and in 
proportion to the variety of con- 
tent which is possible. 


6. Preliminary education admis- 
sion requirement is completion of 
at least the eighth grade or the 
equivalent. While it is desirable to 
admit pupils who have had some 
high school work, it is not wise to 
admit those who meet the require- 
ments for professional nurse schools 
unless the applicants have been 
fully informed about both types 
of courses and the choice is their 
own. From a teaching standpoint it 
is desirable to have as little diver- 
gence as possible in any one class 
either in ages or educational back- 
ground because teaching methods 
cannot be adapted to fit all mem- 
bers of a widely differing group. 

7. The entire course to include 
a minimum of 200 clock hours of 
classroom work and at least six 
months of experience in a general 
hospital caring for men, women 
and children. Classwork is to be 
divided much as follows: 
Care of self 
Behavior and working relation- 

Lp eee peeled Ee RC 8 hours 
Housekeeping hours 
Food and cooking ............... Romie 45 hours 
Elementary nursing hours 


Care of the mother and newborn 
infant 


hours 


hours 
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Care of children 5 hours 


Care of convalescent, chronic and 
aged patients ......:.:...-..--.-..--------- 6 hours 


200 hours 

Experience is to be confined to 
the care of convalescent, chronic 
and mildly ill patients and to ma- 
ternity patients after the fifth day 
following delivery. 

The difference in purpose be- 
tween a school to prepare practical 
nurses and one to prepare profes- 
sional nurses should be kept in 
mind. The course for the former 
should be considerably shorter and 
simpler than the latter inasmuch 
as its graduates will be expected to 
perform simpler duties and for less 
remuneration than __ professional 
nurses. For this reason pupils may 
enter a practical nurse school with 
less formal general education than 
those admitted to a_ professional 
school. Pupils should be just as 
carefully selected, however, from 
a standpoint of personal fitness 
and health. 

The work of the graduate prac- 
tical nurse may be as important to 
society as that of the professional 
nurse, but hers is a different con- 
tribution. The instruction given 
her should be different in content 
and method, but of equal quality. 


‘Because she has had less formal 


education prior to entrance to the 
practical nurse school, her teachers 
must be skilled and capable of sel- 
ecting subject matter with dis- 
crimination and of presenting its 
complex content in a simple man- 
ner. 

In order to have the instruction 
easily understood, instructors are 
urged to keep so far as possible 
within the vocabulary of the pupils 
(using lay terms for parts of the 
body). ‘This system places a mini- 
mum strain on pupils of limited 
background with a comparatively 
short time for covering the course. 
It is important that pupils con- 
centrate their attention upon the 
nursing principles and procedures, 
rather than upon acquisition of a 
new vocabulary. The suggested out- 
line of subjects for classroom teach- 
ing prepared by the Department 
of Education is set up on this basis 
with the titles of courses given in 
simple terms. 

Much thought was given to the 
proportionate hours to be devoted 


to the various subjects. Conside 
able emphasis is placed upon hous: 
keeping and cookery because th 
practical nurse in the home may 
be ‘expected, under some circun 
stances, to perform these duties in 
relation to the family as well as t 
her patient. If a patient is so acutc- 
ly ill as to require the entire time 
of the nurse, the case is probabl; 
one which should be hospitalize 
or have the services of a professiona| 
nurse. The province of the pra 
tical nurse is with the chronic, con 
valescent and mildly ill patient- 
never with the acutely sick, unless 
as an assistant to the professional 
nurse. 

Chronic and other mildly ill pa- 
tients, however, may require al- 
most any nursing procedure, so the 
practical nurse needs to be taught 
all common procedures not re- 
quiring the use of intricate me- 
chanisms or involving serious dan- 
ger of infection; hence, there 
should be a generous allowance of 
hours for the teaching of nursing 
principles and procedures. 

It is not considered necessary for 
her to have an extensive knowledge 
of medicines because few medica- 
tions are given commonly to chron- 
ic patients. A practical nurse em- 
ployed in an acute hospital should 
not be responsible for administer- 
ing medications. Even if attend- 
ance at medical lectures and clinics 
is possible, it is not considered ad- 
visable to include these in the 
practical nurse pupil’s experience 
because extraneous matter tends to 
bewilder and confuse her and to 
give her a mistaken concept of her 
proper functions. 

Several different types of schools 
for the training of practical nurses 
have been registered and are op- 
erating in New York State. Cur- 
rently 12 schools are registered. 
Five of these are in hospitals which 
do not have and are not suitable 
for schools for professional nurses; 
the remaining seven are central 
schools in which the pupil ‘enrolls 
for the course, has the first three 
months of study at the school and 
the practice period of six to nine 
months in an approved affiliated 
hospital. The entire training is the 
responsibility of the central school, 
although the supervision and 
teaching in the hospital are given 
by qualified nurses in the hospita! 
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The right shape 


makes it 
a wither, 


—jit’s the 
CUTTER SEDIFLASK, 
now with A-C-D SOLUTION* 


For peak plasma production and economy of operation, you just can’t 
beat the Cutter Sediflask! 


Now, with Cutter’s A-C-D Solution—which preserves whole blood 
up to 30 days—it’s the ideal combination for any hospital, amy size. 


During the war, it was determined that A-C-D blood, which had 
been stored for more than a few days, could not be centrifuged without 
greatly increased hemolysis.t Obviously, Cutter Sediflasks are the logi- 
cal answer, because — 


1. Easy, natural sedimentation within 30 days may be aspirated 

afforded by Sediflasks doesn’t off. Why not call your Cutter 

damage cells. Hemolysis is mini- distributor at once? 

mal, with less free potassium 

likely to invade plasma. * Acid-Citrate-Dextrose. 

2. Sloping walls make for more tReported by the Blood and Plasma De- 
| di : Red partment, United States Naval Medical 

comp a sedimentation. Ke School, Bethesda, Maryland. 

cells don’t hang up. 


3. “Hourglass” shape reduces 
area of contact between cells and 
plasma. Maximum amount of 


plasma can then be aspirated off - 

without centrifugation. ( U l ER 
With A-C-D Solution, plasma : 

from blood not administered Fine Biologicals and 
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who are acceptable both to the 
central school and to the State De- 
partment of Education. 


These central schools differ from 
each other in organization and 
functions. Three are administered 
by Young Women’s Christian As- 
sociations, two by State Technical 
Institutes, one as a central school 
in a large city’s Department of 
Hospitals and one by a board of 
education as an adult education 
program. This last program is well 
described by the nurse director of 
the school in the May 1945 issue 
of the American Journal of Nurs- 


ing. 
Cover Similar Fields 


Each school works out its own 
program and, while there are dis- 
tinguishing features about each, in 
general they all cover essentially 
the same fields of classwork and 
experience. Some have a period of 
afhliation with a chronic hospital 
and others have the major experi- 
ence in an acute general hospital 
with pupils being carefully as- 
signed to the care of only con- 
valescent or chronic patients. The 
required hospital experience is dis- 
tributed much as follows: 

Adult medical and surgical nurs- 
ing 16 weeks 
(chronic and non-acutely ill cases) 

Care of maternity patients, 
mothers and babies, after 
fifth day 

Care of children 


4 weeks 
2 weeks 

For men pupils six weeks’ care 
of urologic cases is to be substi- 
tuted for the maternity and child 
care required for women. 

The remaining weeks of clinical 
experience should be assigned ac- 
cording to what is available and 
appropriate for the practical nurse. 
The following types of experience 
are desirable additions: 


weeks 
weeks 


Additional care of children 

Nursery school 

Cooking and serving food 
including infant feeding 

Occupational therapy 

Care of chronic mental 
PRECISE: ees cic 4 to 8 weeks 


1 to 4 weeks 
weeks 


Schools for practical nurses exer- 
cise their own discretion regarding 
age of pupils enrolled. The age 
range is wider, however, than in 
the professional nurse schools and 
women up to 50 have proven their 
ability to complete the course satis- 
factorily, 
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During the war years, the prac- 
tical nurse schools suffered in their 
enrollment as they could not com- 
pete with the high wages offered in 
defense work and other jobs. Im- 
mediately following Pearl Harbor, 
the nurse law was amended to 
make it possible for any person, 
even if unlicensed, to practice 
nursing for the duration of the 
war. This provision and the ready 
employment of unlicensed persons 
by many hospitals affected ad- 
versely the number of women en- 
tering practical nurse schools. 

In contrast, the registered schools 
for professional nurses flourished 
during this period, receiving assist- 
ance never before contemplated, 
not only financially but in the ex- 
tensive publicity program for re- 
cruitment. The practical nurse 
schools that survived are now be- 
ginning to have more applicants 
and with the increasing demand 
for more trained personnel both 
in hospitals and homes, the future 
for these schools and for their grad- 
uates is promising. The present 
production rate is not adequate to 
meet the needs. 

When the law became effective 
in 1938, there were certain provi- 
sions made for licensing by waiver 
those who, though perhaps un- 
trained, had been earning their 
living by the practice of nursing. 
About 18,800 practical nurses were 
licensed by waiver. Some of these 
had had a partial course in a 
registered nurse school but for vari- 
ous reasons had never completed 
the course. Others had received no 
formal training but were making a 
valuable contribution to the com- 
munity through their years of ex- 
perience and devotion to duty. The 
waiver period was open for three 
years. 

Applicants since that time must 
have completed the course in an 
accredited school for the training 
of practical nurses, or must have 
completed a course “determined by 
the department to be the equiva- 
lent thereof.” This equivalency 
clause gives authority to admit to 
the practical nurse licensing exami- 
nation graduates of similar prac- 
tical nurse courses accredited in 
some other state or persons who 
have completed in a_ registered 
school for professional nurse stu- 
dents, work equivalent to that re- 


quired in a practical nurse course 

Since the termination of the wa; 
we have had numerous inquiri:: 
from service men and women wh 
were trained in the Army, Navy, 
Coast Guard and Maritime Service 
to care for the sick and wounded 
of those services in conjunction 
with the medical and nursing 
corps. Anticipating these inquiries 
the national nursing organizations 
had studied the courses given and 
made certain recommendations for 
the licensure of these people as 
practical nurses. Outlines of the 
course content in nursing prepara- 
tion as given by each of the services 
and other factual material were 
compiled. These outlines were 
cleared with the appropriate au- 
thorities of each service concerned 
and approval was obtained to con- 
sider the material as the authentic 
statement of the several services.* 


Accepted in New York 


New York accepted the recom- 
mendations in general and, under 
its equivalency clause, has been 
able to consider applications from 
these men and women who have 
had the prescribed courses and ex- 
perience. The candidate is required 
to submit the original discharge 
record, separation qualification rec- 
ord and any certificates issued by 
the service schools with photo- 
static copies of each document. 
After comparison, the originals are 
returned to the applicant. Because 
the law specifies good moral char- 
acter as a requirement for a license, 
only those persons discharged un- 
der honorable conditions are con- 
sidered. 

For the most part, these persons 
have been well trained. In some 
areas they have had much more 
training than is given in the reg- 
ular practical nurse schools and in 
other areas the training is less. It 
is expected, however, that these 
persons who have already rendered 
service of inestimable value while 
in uniform, will continue to give 
the same high type of service when 
licensed as practical nurses. 


*The compilation is available— in 
mimeograph form under the title, 
“Training of Auxiliary Workers in the 
Care of the Sick—Army, Navy, Coast 
Guard, Maritime Service,” and may be 
obtained from the American Nurses ASs- 
sociation, 1790 Broadway, New York 19, 
for 30 cents. 
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As in the history of registered 
nurses when laws to license them 
were first enacted, the initial group 
forming the large nucleus was li- 
censed by waiver of regular re- 
quirements. In the nearly eight 
years since the New York law was 
enacted in 1938, about 2,200 addi- 
tional practical nurses have been 
licensed by examination, including 
both graduates of the accredited 
schools and those meeting the 
“equivalent” requirements. The 
number is now being increased 
only by those meeting definite re- 
quirements as to preparation and 
at the rate of about 400 annually, 
which is approximately 10 per cent 
of the entire number of nurses 
newly licensed in this state each 
year. There would seem to be little 
reason therefore for the fears of a 
few registered nurses that their pro- 
fessional careers are being threat- 
ened. Indeed, the trained practical 
nurse is welcomed by the registered 
nurse who has thought the ques- 
tion through and who is honestly 
anxious that the best available 
nursing care be provided for all. 


Proverbial Ostriches 


Those registered nurses who op- 
pose the preparation and licensing 
of the practical nurse are the pro- 
verbial ostriches who refuse to rec- 
ognize that a group of untrained 
and often ignorant workers have 
engaged in nursing since the be- 
ginning of time and that such per- 
sons are of greater danger to the 
registered nurse and to the com- 
munity than those who have been 
carefully selected and trained for 
their duties and responsibilities. 

Some hospital officials have felt 
that it is unwise or even dangerous 
to permit practical nurses to care 
for patients in a hospital, although 
it might be safe to employ practical 
nurses in the home. It is difficult 
to follow such reasoning. No good 
hospital is without some efficient 
registered professional nurses who 
can supervise the activities of the 
practical nurses, but in a home 
there is usually little or no super- 
vision and even the doctor’s calls 
may be infrequent. 

some hospitals, on the other 
hand, have leaned far the other 
way and employed practical nurses 
and other auxiliary workers out of 
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proportion to the number of regis- 
tered professional nurses on the 
staff. In some instances, this has 
been an effort to employ cheaper 
help with little regard for the dan- 
gers involved or for patient and 
community satisfaction. A reason- 
able and safe balance of registered 
nurses and practical nurses on the 
staff will permit economic use of 
the kinds of skill needed and the 
quantity of each needed. Adequate 
supervision of both groups is im- 
portant and thoughtful analysis of 
duties and assignments must be 
made. 

Duties which do not require the 
skill of either of these groups 
should be assigned to non-nursing 


personnel who in turn can have 
“on-the-job” training to make them 
proficient in carrying out their du- 
ties. This latter group would not 
be practicing nursing and would 
not need to be licensed nor would 
they qualify for licensure. 

At the present time there are 20 
states* which have provisions in 
their law for the licensing of prac- 
tical nurses or attendants. Many 
other states are introducing such 
legislation or are preparing to do 
so. There is a definite nation-wide 
movement toward licensure of all 
persons who practice nursing for 
hire. 


~ *American Journal of Nursing, Vol. 
44, pp. 7-8 (Jan. 1944) and Vol. 45, pp. 
1041-1043 (Dec. 1945) 





It Pays to Educate 


ee TOO OFTEN I have 
heard hospital administrators 
make the statement: ““The less your 
trustees know about the detailed 
operations of your hospital, the bet- 
ter it is for the administrator.” Of 
course we all know this is an un- 
sound approach to good hospital 
administration as we all recognize 
that the board of trustees must be, 
in final analysis, the governing body 
and so assume the legal as well as 
moral responsibilities for complete 
operation of their hospital. 
Therefore, I feel that it is not 
only the duty but the responsibility 
of every hospital administrator to 
provide his board of trustees with 
every medium of education that 
will better qualify them to serve as 
trustees. We here at Miami Valley 
Hospital provide our board of trus- 
tees with the “Trustee Forum,” 
published monthly by the Modern 
Hospital, and in October of 1945 


subscribed to HospirTAts, the official 
publication of the American Hos- 
pital Association, for all of our 36 
trustees, our auditor, comptrol- 
ler, personnel manager, purchasing 
agent, and assistant director. 

This small investment has re- 
turned big dividends, both from 
the department heads and the trus- 
tees. It has been very gratifying to 
find trustees calling the administra- 
tor on the telephone asking for an 
explanation of certain types of leg- 
islation proposed and commenting 
favorably at trustee meetings on 
work that is being done in other 
hospitals and discussing the advisa- 
bility of such a program in our own 
institution. 

It is my firm conviction that 
every hospital trustee should re- 
ceive regularly a copy of Hospirats. 
—O. K. Fike, director, Miami Val- 
ley Hospital, Dayton, Ohio. 





THE JUNE ISSUE of HospPiraLs will present a special section on polio- 
myelitis in cooperation with the National Foundation for Infantile 
Paralysis. Experts in the field will cover such phases of the problem as 
organization of community resources, care of stricken persons in 
general hospitals, the role of the National Foundation, the .nurse’s 
responsibility to the patient, the treatment of poliomyelitis, and re- 
cent developments in research on this challenging disease. 














Susan's most important picture 


SUSAN is in her teens . . . when tubercu- 
losis strikes most often ...and the watch- 


ful physician does not depend on physical 
examination alone; he draws on the skill 
and knowledge of the radiologist 

The armed forces, too, are firm believers 
in chest radiographs. Every one of the 14 
million men and women in war service was 
given a radiographic chest examination on 
entry...has another when mustered out. 


Today, nearly every community has radio- 
graphic equipment available to serve physi- 
cians in its vicinity. And Kodak manufac- 
tures high-quality x-ray film, chemicals, and 
intensifying screens for the profession... 
capable of giving the maximum detail and 
contrast for easier, surer interpretation. 


EASTMAN KODAK COMPANY, MEDICAL DIVISION 


ROCHESTER 4, N. Y. 
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Blue Cross News 


Plans Ask for Retndorsement of 
SERVICE BENEFITS 


EARLY SEVEN MONTHS of recon- 
N version experience had made 
it plain that Blue Cross plans were 
up against some first class obstacles. 
If they were to add 60 million sub- 
scribers to the 20 million-plus al- 
ready enrolled, they needed: 

» Reassurance that the principle of 
service benefits would survive to- 
day’s strains. 

» A workable basis for cooperation 
with new medical care plans, par- 
ticularly those sponsored by the 
medical profession. 

» More money with which to push 
enrollment into new areas. 

» Closer teamwork among the 86 
plans in the area of reciprocity. 

It was at the end of nearly seven 
months of reconversion that execu- 
tives of 66 plans met (March 25-27) 
in Cincinnati for the semi-annual 
Blue Cross conference. Discussion 
was pointed and some of the dis- 
sents were vigorous. An overwhelm- 
ing majority nevertheless departed 
with renewed confidence, after en- 
dorsing the performance of the 
Hospital Service Plan Commission 
under John R. Mannix and that of 
the commission staff under C. 
Rufus Rorem. 


Service Benefits. As the No. 1 
principle on which Blue Cross op- 
erates and grows, service benefits 
had been threatened lately from 
three sides. 

In times past, when unoccupied 
beds were a problem, the influx of 
Blue Cross patients was an unmis- 
takable boon. Nor did it matter 
much if at times the bargain bun- 
dle of service benefits was dispensed 
at slightly less than cost, for Blue 
Cross patients accounted for but a 
small proportion of a hospital’s to- 
tal service load. The bulk of pa- 
tients paid separately for each serv- 
ice used, and this provided a large 
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area of flexibility in adjusting rev- 
enue to expenses. But as the per- 
centage of Blue Cross patients in- 
creased, the area of flexibility de- 
creased. Pressed by rising costs and 
the need of new income, many an 
administrator has found himself 
looking askance at service benefits. 
During the same period there 
has been an increasing demand that 
hospital care and medical care be 
wrapped into a single package. To 
satisfy this demand in a hurry, both 
hospitals and plans in some areas 
have slackened their resistance to 
straight indemnity coverage. 
Finally, the American Medical 
Association’s early plans for a na- 


tional health program, announced 
in February, were disturbing. In- 
surance companies offering only in- 
demnity coverage were invited to 
seek official approval. One condi- 
tion of approval would be local 
medical society control of medical 
services—and it is well known that 
the leaders of many local medical 
groups make little or no distinction 
between service benefits and social- 
ized medicine. 

In the face of these developments, 
all executives present considered 
that a time had come for clarifica- 
tion. It was widely contended that 
Blue Cross could not proceed in its 
present role unless it might con- 
tinue to stand solidly on a founda- 
tion of service benefits. Accordingly 
the following resolution was ad- 
dressed to the Board of Trustees of 
the American Hospital Association: 

Tuat they (the trustees) strongly reaf- 


firm the principle that Blue Cross contract 
service benefits for medical and surgical 





Active in Extension of Canadian Blue Cross 


THESE AND OTHER Canadian dele- 
gates were especially interested in 
conference action to establish a Cana- 
dian office of the Commission to stim- 
ulate coordination and development 
of Blue Cross in the Dominion. 

E. Duncan Millican (far right), 
chairman of the Canadian Develop- 
ment committee, will handle prelimi- 
nary arrangements in consultation 
with the Commission. 

Mr. Millican, executive director of 
Quebec Hospital Service Association, 
Montreal, received a telegram in Cin- 
cinnati informing him that a bill had 





been passed by the Quebec Legisla- 
tive Council giving the Montreal plan 
authority to operate companion pro- 
grams covering nursing and dental 
care, as well as medical or surgical 
services. So far as is known, this is 
the first Blue Cross plan authorized 
to offer nursing or dental coverage. 

Shown here are Phillip Durnford, 
assistant director, Montreal;.Leo Le- 
Blanc, enrollment manager, Montreal; 
W. G. Welsford, executive director, 
Vancouver; Ruth Cook Wilson, execu- 
tive director, Moncton, and Mr. Milli- 
can, 
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patients using semi-private and ward ac- 
commodations in member hospitals should 
be provided without extra charge to the 
patients. Contract service benefits include 
. the basic services of board and room, nurs- 
ing service, operating rooms, all drugs and 
dressings; also, with permissible limita- 
tions, such other forms of institutional and 
professional care as are specified in the 
contracts. 


THat the American Hospital Associa- 
tion and the Blue Cross Commission joint- 
ly establish an equitable method or meth- 
ods of reimbursing hospitals that provide 
service benefits (not cash benefits) to Blue 
Cross members, and 


Tuat the American Hospital Association 
and Blue Cross Commission jointly accept 
the immediate responsibility of effectuat- 
ing compliance with the standards of ap- 
proval, and 


TuaT Blue Cross plans in which mem- 
ber hospitals do not provide benefits on 
a service basis be asked to show cause why 
approval should be continued by the 
American Hospital Association. 


(Commission members and Asso- 
ciation trustees are scheduled to 
meet for a discussion of all mutual 
problems June 28.) 


“Official” Medical Plans. With 
hopes of learning more about the 
American Medical Association’s 
program for approving prepaid 
medical care plans, the Blue Cross 
directors invited Thomas A. Hend- 
ricks, secretary of the A.M.A. Coun- 
cil on Medical Service and Public 
Relations, to discuss the program 
and answer questions. 


They learned that: The medical 
association’s role will be strictly 
limited to approving plans worked 
out by state and local medical 
societies; also that it looks with 
equal favor on commercial carrieis 
and Blue Cross plans. 


More Money. To help finance a 
stepped-up enrollment effort, the 
directors present voted to increase 
commission dues from 114 mills per 
subscriber contract per month to 2 
mills, effective next August 1. While 
the additional revenue was not ear- 
marked much of the discussion con- 
cerned an expanding program for 
the national enrollment office and 
public relations. 


Teamwork. In other resolutions, 
(1) all plans were urged to adopt 
the revised interplan transfer pro- 
cedure; (2) all plans were urged to 
adopt the interplan service benefit 
agreement now participated in by 
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More Tuberculosis, Mental Benefits 


“Blue Cross plan provision of a 
definite period ‘of full benefits 
limited from 14 to 21 days would 
seem reasonable and would cer- 
tainly provide that immediate re- 
lief for both tuberculosis and men- 
tal patients which would so en- 
courage prompt treatment and im- 
prove the morale of the patient.” 

This statement advocating fur- 
ther progress in the liberalization of 
Blue Cross plan benefits for the 
care of tuberculosis and mental 
cases was the theme of an address 
by Louis H. Pink at the annual 
conference of the Tuberculosis and 
Health Association of New York 
March 21 in New York City’s Hotel 
Pennsylvania. Mr. Pink, formerly 
Insurance Commissioner for the 
State of New York, is president of 
the New York City area’s Blue Cross 
organization. 

Those attending were informed 
that go of the 86 plans provide 
some degree of protection for men- 
tal and tuberculosis cases. The satis- 
factory experience of these go plans, 
said Mr. Pink, is evidence of the 


practicality of further liberalization 
at an accelerated pace. 


In presenting his views, Mr. Pink 
brought out several reasons for the 
widespread exclusion of benefits fo: 
such care in the past. 


“Blue Cross,” he said, “. . . .can 
provide for its members only those 
services which the hospitals in each 
community offer to the public . 
in addition there has been a desire 
on the part of Blue Cross to keep 
the cost of broad service low by elim- 
inating those diseases which are 
adequately provided for by govern- 
ment.” 


In this connection, Mr. Pink dis- 
cussed the belief once held widely 
that it is dangerous to have mental 
and tuberculosis patients in general 
hospitals even though segregated in 
separate wards or pavilions. He 
pointed out that this belief is grad- 
ually being replaced by the more 
realistic attitude that the general 
hospital should be a center for the 
study and diagnosis of all types of 
diseases. 





34 plans; (3) all plans were urged 
to serve as clearing houses for ad- 
missions and payments for out-of- 
town subscribers in their own mem- 
ber hospitals, even though they are 
not prepared to reciprocate in fur- 
nishing service benefits to subscrib- 
ers of other plans; (4) the Hospital 
Relations Committee was asked to 
draft recommendations for payment 
of out-of-town benefits which would 
adjust financial differences in pay- 
ments to member hospitals by the 
various plans. 

As luncheon speaker March 26, 
George Bugbee, executive director 
of the American Hospital Associa- 
tion, discussed Blue Cross-hospital 
relations. Pointing out that hospital 
costs have kept pace with rising 
prices, he warned that “in the face 
of a mild inflation, some adjust- 
ment will have to be made in the 
reimbursement of hospitals.” 


Name Public Education 
Director for Kansas Plan 


Warren Healy, who has _been- 
affiliated with New York City’s Blue 
Cross Plan for the past 10 years, 





has been named director of public 
education for the Kansas plan. As a 
pioneer staff member of Associated 
Hospital Service of New York, Mr. 
Healy conducted enrollment pro- 
grams and supervised personnel 
training and coordination and writ- 
ing of educational material. 


New Comptroller for 
Kansas City Program 


George W. Fundis, C.P.A., for- 
merly with the firm of Ernst & Ernst, 
accountants and auditors, has been 
appointed comptroller of Group 
Hospital Service, Inc., and Surgical 
Care, Inc., the Blue Cross plan with 
headquarters in Kansas City, Mo., 
and its companion medical-surgical 


program. 


Lieut. Governor Elected 
To Board of Directors 


California’s Lieut. Gov. Fred 
Houser was elected to the board of 
directors of Hospital Service in 
Southern California at the annual 
meeting of the plan in Los Angeles 
recently. 
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“Reporting ‘from “Washin ton 


Present Session May Bring 
ACTION ON S. 191 


ECAUSE CONGRESS is not expect- 
B ed to adjourn before mid-July 
there is yet sufficient time for the 
House and Senate to act on S. 191, 
the Hospital Survey and Construc- 
tion Act, during the present ses- 
sion, in the opinion of Representa- 
tive J. Percy Priest, Tennessee, 
chairman of the Public Health 
Subcommittee, which was expected 
to conduct final executive sessions 
on that legislation during the week 
of April 29. 

Representative Priest expects 
that the bill may clear the Inter- 
state and Foreign Commerce Com- 
mittee by mid-May. He believes 
that such action will permit ample 
time for vote by the House of Rep- 
" resentatives, agreement on possible 
amendments by a joint conference 
committee, and final action by both 
houses. 

S. 191 has pursued a delayed 
course. On January 10, 1945, it was 
introduced by Senators Hill and 
Burton and referred to the Com- 
mittee on Education and Labor; 
on October go it was reported 
with an amendment. Still further 
amended, it passed the Senate on 
December 11. 

In the House it was then referred 
to the Committee on Interstate and 
Foreign Commerce, whose Public 
Health Subcommittee concluded 
hearings March 13. 


CPA Regulations 


Specific government authoriza- 
tion through the Civilian Produc- 
tion Administration for all con- 
stiuction begun after March 26 is 
now required under the Veterans’ 
Emergency Housing Program Or- 
der 1 issued that date. 

Chere is exemption for hospitals 
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AMERICAN HOSPITAL ASSOCIATION 
WASHINGTON SERVICE BUREAU 


1705 K Street, N.W., Washington 


only when the repair, alteration or 
construction is to be completed at 
a total cost—including labor—of 
less than $1,000. Projects which 
were begun before March 26 and 
which had part of the material in- 
corporated into the building on the 
site may proceed without further 
authorization. 

To handle construction requests, 
71 district offices have been estab- 
lished by CPA. Applications for 
authority to construct Form CPA- 
4423, may be obtained at the near- 
est district office. When completed 
and returned these applications 
will be acted upon by the district 
construction committee, whose one 
function is to recommend to the 
district manager of the CPA the 
approval or rejection of non-hous- 
ing building or repair projects over 
which the CPA has control. 

It is expected that delays of two 
to four weeks might be encountered 
until committees are acting upon 
applications with regularity. 

The district construction com- 
mittees and construction field of- 
fices will pass on the essentiality 
and deferability of future building 
in an effort to channel as much 
scarce material as possible into the 
veterans’ housing program. These 
advisory committees will include 
one member recommended by local 
government, one from general 
business, a representative of the 
builders of building material in- 
dustries, the press and others. Each 
project is to be judged by local 
people. 

All decisions can be appealed 
through the district offices to re- 


gional and national levels. The 
Washington office will pass on all 
applications for building in which 
the cost exceeds $1,000,000. 

Approval results only in permis- 
sion to proceed with construction. 
It does not allocate nor guarantee 
availability of construction ma- 
terials. However, in cases of ex- 
treme necessity, if a hospital is un- 
able to find needed materials the 
Washington office may, on applica- 
tion, issue a CC rating which will 
give some priority assistance. Oth- 
erwise materials must be obtained 
in a competitive market with other 
non-housing projects. It has been 
suggested that even those hospitals 
which are exempted from the au- 
thorization program file such appli- 
cation so that if priority assistance 
is necessary they will be eligible. 
No priority ratings can be had 
without a construction permit. 

Wilson W. Wyatt, national hous- 
ing expediter, believes that the 
limitation order will channel the 
materials available for non-housing 
use into essential rather than non- 
essential building. Fulfillment of 
this premise would recognize the 
urgency of hospital construction, 
but at this time no specific ruling 
has been made to insure that goal. 

Regional directors and currently 
complete list of district managets 
to whom applications must be 
made are: 

Region I: (Maine, Vermont, Rhode 
Island, New Hampshire, Massachusetts, 
Connecticut). Regional Director: William 
P. Homans, 55 Tremont St., Boston. Dis- 
trict Managers: Philip W. Simons, 1597 
Main St., Springfield, Mass.; Charles E. 
Walker, 8 Harlow St., Bangor, Me.; Bruce 
McMillian, c/o R.F.C., 119 Ann Street, 
Hartford. Conn.; George C. Vaughan, 814 
Elm Street, Manchester, N.H.; James Q. 
Dolan, 75 Westminster St., Providence, 
R.I.; Edward H. Sargent, 42 Central St., 
Northfield, Vt. 

Region II: (New York, New Jersey, 
Maryland, Pennsylvania, Delaware, Dis- 
trict of Columbia (including Arlington 
and Fairfax Counties in Virginia). Region- 
al Director: Ralph A. Parker, 43rd Floor, 
Empire State Building, New York City. 
District Managers: W. Arthur Riehl, 43rd 
Floor, Empire State Building. New York 
City; Earl R. Mason, 1132 Rand Building, 
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Buffalo; F. J. Holman, 112 State St., Room 
1206, Albany; John A. McNulty, 20 Wash- 
ington Place, Newark; Frederick Cohen, 
Post Office, Camden, N.J.;.J. M. Leonard, 
Broad St., Philadelphia; ‘J. F. Stephens, 
1810 First National Bank Building, Pitts- 
burgh; R. W. Willis, Room go1, Pennsyl- 
vania Office Building, Wilmington. Dela.; 
O. W. Carman, Room 307, 22 Light St., 
Baltimore; Edward M. Synan, Room 2051, 
Social Security Building, Washington, 
D.C. 

Region III. (Ohio, Kentucky, Michigan, 
West Virginia). Regional Director: George 
A. Moore, 4th Floor, Union Commerce 
Bldg., Cleveland. District Managers: Glen 
W. Thompson, 4th Floor, Union Com- 
merce Bldg., Cleveland; Louis W. Gehr- 
ing, 1037 North High Street, Columbus, 
Ohio; J. Thomas Grace, 6th Floor, Big 
Four Bldg., gth & Sycamore St.; Cincinnati; 
Vernon H. Pfaender, Merchants Finance 
Building, 312 Summit Street, Toledo; 
John B. McGillis, 800 Boulevard Building, 
Detroit; Harry D. Rosenberg, 2175 Lake 
Drive, N.E., Grand Rapids, Mich.; Henry 
Edson, 1222 Reyburn Building, Louisville, 
Ky.; Alex H. Cooper, Chamber of Com- 
merce Building, c/o F.H.A., Charleston, 
W.Va. 


Region IV. (Georgia, North Carolina, 
Alabama, Tennessee, South Carolina, Mis- 
sissippi, Florida, Virginia). Regional Di- 
rector: John B. Reeves, 1606 Candler 
Building, Atlanta; O. M. McCullough, 
1005, E. Main St., Richmond, Va.; Leonard 
H. Dille, 677 Shrine Bldg., Memphis; 


Chester O. Easign, 1105 Duilford Build- 
ing, Greensboro, N.C.; Albert E. Douglas, 


2065, Blossom St., Columbia, S.C.; Paul P. 
Henderson, 4th Floor, Dixie Carlton Ho- 
tel, grd Ave. & 23rd St., Birmingham, Ala.; 
A. G. McIntosh, 3951 Council Circle, 
Jackson, Miss.; C. L. Ledford, P.O. Box 
4910, c/o P.B.A., Jacksonville, Fla.; P. 
Campbell Smith, 311 Hinson Ave., Tam- 
pa; Earl J. Robbins, 35 N.W. Second St., 
Civic Center, Miami. 

Region V. (Illinois. Wisconsin, Indi- 
ana). Regional Director: Chicago Regional 
Office unfilled as yet. District Managers: 
W. Fred Stevens, 226 W. Jackson Blvd., 
Chicago; Karl Diehl, 201 West Adams St., 
Springfield, Ill.; Albert O. Evans, 826 Cir- 
cle Tower, Indianapolis, Ind.; R. R. 
Valier, 161 W. Wisconsin Ave., Milwaukee. 

Region VI. (Missouri, Nebraska, Iowa, 
Kansas, Arkansas, Colorado). Regional 
Director: William A. Holloway, 600 Mu- 
tual Bldg., Kansas City, Mo. District Man- 
agers: Robert B. Miller, 410 Old Customs 
House, St. Louis; Alga Hothern, c/o Mr. 
Jonas Graber, FHA, Topeka National 
Bank Bldg., Topeka, Kans.; Frank Epper- 
son, 2nd Floor, Arthur Bldg., 210 South 
i8th St., Omaha, Neb.; Sam G. Davies, 
City Health Center, Markam & Gaines St., 
Little Rock, Ark.; H. O. Parsons, 708 Lib- 
erty Bldg., Des Moines, Iowa; Norman J. 
Gastellan, 523 Continental Oil Building, 
Denver. 

Region VII. (Texas, Oklahoma, Louisi- 
ana, New Mexico). Regional Director: 
George L. Noble, 1221 Mercantile Bank 
Bldg., Dallas, Tex. District Managers: 
Emmett H. Hiett, 1221 Mercantile Bank 
Bldg., Dallas; George W. Chambers, 100 
Transit Tower Bldg., San Antonio; Edgar 
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G. Goforth, Electric Bldg., Room 1044, 
Houston; Walter P. Camp, c/o Chamber 
of Commerce Bldg., Fort Worth; Merwin 
T. Buxton, 215 Colcord Building, Okla- 
homa City, Okla.; Carl Stevens, 1932 
North Boston Ave., Tulsa, Okla.; George 
A. Pettit, 1412 Masonic Temple Bldg., 
New Orleans; Murray H. Sprague, Rosen- 
wald Bldg., Albuquerque, N.M. 


Region VIII. (Southern California, Ari- 
zona, Utah). Regional Director: Louis M. 
Dreves, 703 W. M. Garland Bldg., 117 W. 
gth St., Los Angeles; Irving Dix, 703 W. 
M. Garland Bldg., 117 W. gth St., Los 
Angeles; John Young, 355 Civic Center, 
1600 Pacific Highway, San Diego, Calif.; 
Arnold M. Seiler, 310 Atlas Bldg., Salt 
Lake City, Utah; Louis Myers, 108 Alu- 
minum Plant Office Bldg., W. Van Buren 
Street, Phoenix, Ariz. 


Region IX. (Northern California, 
Washington, Oregon, Idaho, Nevada, 


Montana, Wyoming). Regional Directo 
Edwin F: Halloran, 1355 Market St., Sai 
Francisco; Gilbert H. Kneiss, 1355 Marke: 
Street, San Francisco; Donald W. Cars 
well, 8306 18th St., Seattle, Wash.; D: 
Witt Wallace, North 120 Wall St., Spo 
kane, Washington; Nelson English, 1840 
S.W. Edgewood Road, Portland, Ore. 
J. Wahl, 110 North 8th St., Boise, Idaho 
Edwin St. Bender, 56 Boyd Place, Reno 
Nev.; Jerome Locke, P.O. Box 729, Hel 
ena, Montana; Fred R. Kingman, 234° 
Kalakaua Avenue, Honolulu go, Hawaii 

Region X. (Minnesota, North Dakota. 
South® Dakota). Regional Director: Wil 
liam L. Jensen, Midland Bank Bldg. 
Minneapolis; District Managers: Charles 
G. Sharp, Midland Bank Bldg., Minne 
apolis; Charles W.. Randall, 210 Walke: 
Bldg., Fargo, North Dakota; E. E. Seubert, 
City Hall Bldg., Sioux Falls, $. D.; Ramon 
Montaner, PRRA Grounds, San Juan, 
Puerto Rico. 





House Commuttee Hears Dr, Smelzer 


Dr. Donald C. Smelzer, past pres- 
ident of the American Hospital 
Association, appeared before the 
House Ways and Means Commit- 
tee April 5 on behalf of the Asso- 
ciation asking that employees of 
nonprofit hospitals be included in 
the federal old age and survivors’ 
insurance program. Dr. Smelzer’s 
testimony set forth the position 
authorized by the House of Dele- 
gates in November. 

The committee expects to hear 
about 125 additional witnesses be- 
fore recommendations will be con- 
sidered for action. For this reason 
it is not expected that any decisive 
action will be taken during the 
present legislative session. 

Limitation of coverage was ad- 
vocated by William F. Montavon, 
director, legal department of the 
National Catholic Welfare Confer- 
ence. He asked that inclusion be 
made optional with institutions 
whose members serve without pay. 

Testimony of the Rev. John 
Martin, past president of the Pro- 
testant Hospital Association, con- 
curred with the recommendations 
suggested by Dr. Smelzer. 

Dr. Smelzer’s remarks follow in 
part: 

“At the time that old age and 
survivors’ insurance was enacted, 
(hospitals) were in the most diff- 
cult (budget balancing) period in 
their existence. . . . Any additional 
payment substantially affecting ex- 
penditures seemed to be beyond 


their resources and it was therefore 
a general impression . . . that they 
should be exempt. . . . There was 
apprehension as to the precedent 
created by ... a federal tax. This 
... has been met by the establish- 
ment of a federal trust fund and 
the designation of funds contrib- 
uted by employers and employees 
as a contribution rather than a tax 
in the usual sense... . 

“The American Hospital Asso- 
ciation is at the present time or- 
ganizing an independent pension 
plan. . . . We wish to call (to) the 
attention of the committee, as sup- 
porting evidence for the need for 
federal action, that in establishing 
an independent pension plan the 
actuarial cost to offer benefits equal 
to those offered under the federal 
program requires total deductions 
from employers and employees as 
far in excess of the present contri- 
butions under the federal program 
as to interfere seriously with pro- 
viding satisfactory benefits by in- 
dependent action. 

“The pension plan being set up 
by the American Hospital Associa- 
tion in cooperation with the Na- 
tional Health and Welfare Retire- 
ment Association will require de- 
ductions totaling approximately 
eight per cent of the covered pay- 
roll in order to offer benefits for 
the low income group. equal to 
those now provided by a total de- 
duction of two per cent under the 
federal program.” 
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Medical Review 


A Stenpiant Decline in 
MATERNAL DEATHS 


FR 1933 to 1943 birth rates in- 
creased from 16.6 per thousand 


population to 21.5 and the propor- 
tion of births in hospitals increased 
from 37 per cent of all live births 
to 72 per cent—a 95 per cent increase 
in hospital births. Highest was 97.3 
per cent hospital births in Con- 
necticut; lowest was 26.6 per cent 
for Mississippi. During the same 10- 
year period maternal death rates 
decreased from 61.9 per 10,000 live 
births to 24.5 (from 56.4 to 21.1 for 
whites, and from 100.0 to 51.3 for 
Negro). The maternal mortality de- 
crease is more significant when it is 
realized that there was an increased 
proportion of first births and of 
births to young mothers, both of 
which contribute to higher ma- 
ternal mortality. 


Of 2,934,860 live births in hos- 
pitals in 1943, 72.1 per cent were 
attended by physicians in hospitals, 
whereas of 2,155,105 live births in 
1935, 36.9 per cent were attended 
by physicians in hospitals. 


Better chemotherapy, more 
blood transfusions, fewer operative 
interventions, better hospital regu- 
lations for asepsis reduced the 
deaths from infection. Better pre- 
natal care, better diet and fewer 
operative maneuvers in eclamptic 
patients probably reduced the mor- 
tality rate for toxemias. Both in- 
fections and toxemic deaths, there- 
fore, are subject to some control by 
hospitals through the adoption by 
the medical staffs of regulations as 
to consultation and other medical 
se feguards. 


During the 10-year period the 
infant mortality rate dropped from 
55 to 40 per 1,000 live births. This 
is a real and not a chance improve- 
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ment, but it does not represent as 
great a decline as for maternal mor- 
tality. 

Gooch, Marjorie: “Ten Years of Pro- 


gress in Reducing Maternal and Infant 
Mortality,’ The Child 10:77-88, Nov., 


Mouth Rinse, Tooth Powder 
That Prevent Decay 


A mouth rinse and tooth powder 
is reported to combine simplicity 
of use with ability to prevent tooth 
decay. Patients using this method 
(still in the experimental stage) say 
their mouths “feel exceptionally 
clean.” On dental examination 
their teeth are notably free of white 
matter and deposits usually present 
in cases of active decay. The rinse 
and powder contain a special form 
of ammonia, dibasic ammonium 
phosphate, which is not the com- 
mon kitchen variety. 


The number of Lactobacilli 
acidophilus in the mouth is rather 
generally believed to indicate the 
degree of susceptibility to tooth de- 
cay. The ammonia mouth rinse and 
tooth powder markedly reduces the 
number of these organisms. 


The rationale of this preventive: 


measure rests on some interesting ob- 
servations and theory summarized 
in the following quotation “im- 
munity to caries, or tooth decay, 
those earlier findings suggested, 
comes from tiny amounts of am- 
monia continually present in the 
mouth. The ammonia comes from 
a small group of the protein build- 
ing-blocks, known to scientists as 
amino acids. The lucky persons who 
are immune to caries have in their 
saliva enzymes capable of produc- 
ing ammonia from certain of these 


amino acids.” Another eighteen 
months to two years will be re- 
quired before the effectiveness of 
the new method can be reliably 
appraised. 

Another possible preventive for 
tooth decay is described in the Feb- 
ruary 18, 1946 issue of Time. North- 
western University dentists experi- 
mented with an acid decreasing 
synthetic vitamin K, which was 
spread on chewing gum. In a series 
of 100 cases 55 students chewed the 
treated gum and 45 did not. After 
eighteen months the vitamin K 
chewers had 60 to go% fewer new 
cavities than the others. This treat- 
ment, although used only in a very 
small series, appears to be more 
effective than the use of fluorine in 
drinking water. 

According to Time the more dif- 
ficult problem now is to determine 
a satisfactory method of giving pre- 
ventive mericine than the discovery 
of the medicines themselves. 


“Preventing Tooth Decay,’ Science 
Newsletter, 117 February 23, 1946. 


Mortality from Appendicitis 
On the Downgrade 


The Statistical Bulletin of the 
Metropolitan Life Insurance Com- 
pany for February 1946 reports a 
marked decline in the mortality 
from appendicitis in the general 
population of the United States. 
About ten years ago the death toll 
annually was 18,000, whereas in 
1943 for a much larger population 
the death toll was only 8,100. From 
1940 to 1943 all states reported de- 
clines in the death rate per 100,000 
population, the highest percentage 
of decline being in Rhode Island 
and Maine with 61.9 and 61.6 per 
cent respectively and the lowest in 
Alabama and Nevada with 26.9 and 
18.7 respectively. In general the 
smallest gains in reducing the mor- 
tality were made by the southern 
states. | 


Recent improvements in the use 
of chemotherapy for cases compli- 
cated by peritonitis are largely cred- 
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ited with the reduction. Much 
credit is also due to the national 
educational campaign which has 
so effectively warned the public 
against use of laxatives in the pres- 
ence of abdominal pain and has 
encouraged persons to seek medical 
advice early. 


DDT Poison 
In Milk? 

Dairy cattle grazing on DDT 
sprayed pastures may cause poison- 
ing in users of their milk. The 
evidence is experimental only, and 
it is indicated that the butterfat 
portion of milk transmits the 
poison. Apparently goats (and per- 
haps cows) do not absorb DDT 
from the skin. Goats do not lick 
their skins, but cows do and thus 
might absorb DDT if the skin is 
sprayed. 


Science News Letter 49:5, Jan. 5, 1946. 


Say Vitamin A 
Can Be Synthesized 


Fish may no longer be necessary 
to furnish man’s needs for Vitamin 
A. A wartime secret, now revealed, 
indicates that Vitamin A can be syn- 
thesized. The product is 50 to 100 
times as biologically potent as that 
obtained from codliver oil but only 
1/10 to 1/g0 as potent as pure 
Vitamin A crystals from natural 
sources. It is not yet commercially 
available. 


Science News Letter 49:30, Jan. 19, 
1946. 


NOTES and COMMENT 


Polio—The Science News Letter 
in a recent issue reports good 
results obtained by the use of 5 per 
cent carbon dioxide in oxygen in 
the treatment of infantile paralysis. 
The first patient was a 6-year-old 
girl with an acute encephalitis, bul- 
bar and spinal poliomyelitis. 

Because the result was so impres- 
sive, the procedure was tried in 
twelve other cases and in all but 
one “there was relaxation, prompt 
relief of pain, rapid return of 
muscle strength, early functional 
improvement and the patients 
volunteered the information that 
they felt well.” The inhalations are 
given continuously for 24 to 36 
hours or intermittently several 
times daily for one or two hours. 
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Five per cent carbon dioxide in 
oxygen is apparently a harmless 
procedure and a new method of 
treating infantile paralysis. No 
claims are made for the treatment 
since it has been given in such a 
small series of cases and the course 
of infantile paralysis varies mark- 
edly irrespective of treatment given. 


Anemia — A newly synthetized 
vitamin, folic acid, is reported as 
the first synthetic substance which 
will quickly improve the blood pic- 
ture of patients suffering with mac- 
rocytic anemia. Previously liver, 
liver extract, dried hog’s stomach, 
kidneys and brains have “been the 
only substances which remedied this 
macrocytic anemia.” 


Anemia Remedy, Science News Letter, 
p. 279, November 3, 1945. 


Thyroid—Thiobarbital is the sec- 
ond recent addition to drugs found 
to be effective in the treatment of 
hyperthyroidism (thiouracil was re- 
ported recently in this department) . 


Toxic reactions from thiobarbitai 
are similar to those of thiouraci! 
but symptoms from thiobarbital ax 
about three times as frequent as 
from thiouracil, This has led to r« 
striction of the use of thiobarbita! 
to those patients who have been 
unable to tolerate thiouracil. 

Bartels, Elmer C.: Use of Thiobar 
bital in the Treatment of Hyperthy- 


roidism, JAMA 129:932-935, Decembe: 
1, 1945. 


Severe pneumonitis — Eight pa- 
tients died among 19 known cases 
of a severe infection of the lungs in 
Louisiana in the winter and spring 
of 1943-44. It has now been demon- 
strated that the disease was caused 
by a newly discovered virus of the 
psittacosis-lymphogranuloma vene- 
reum group of viruses, recoverable 
from the living patients’ blood and 
sputum and from the lung and 
spleen after death. 

Olson, B. J., Surgeon, and Larson, C. 
L., Past Assistant Surgeon, United 
States Public Health Service: An Epi- 
demic of a Severe Pneumonitis in the 
Bayou Region of Louisiana, Public 


Health Report 60:1488-1502, December 
14, 1945. 








CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service, through the month of March, 1946 





Smallpox. Smallpox has become a rare 
disease in recent years, only 346 cases 
being reported in the whole United States 
during the year 1945. The few cases that 
are reported usually represent some local 
outbreak which is rather quickly sup- 
pressed by widespread vaccinations within 
the affected area. 


Two more or less distinct epidemics 
have occurred in the last three months. 
The centers of these epidemics are San 
Francisco and Seattle; both outbreaks 
were started by a soldier returning by 
air transport from Japan. In San Fran- 
cisco the soldier arrived on December 28 
and the eruption appeared the next day. 
Up to April 11 a total of 11 cases had 
occurred, including four from Navy trans- 
ports during the first 11 days of April. 
The last local case occurred on March 11; 
no deaths have occurred. In the Seattle- 
King County area there were 34 cases and 
seven deaths between February 19 and 
April 7. There were two additional cases 
in Washington State outside of the Seat- 
tle area. 


Epidemics of smallpox even of this size 
are extremely important because of the 
potential hazard of the spread of the 
disease among the considerable non-vac- 
cinated population in that section of the 
country, and because both centers of the 
epidemic are ports and, therefore, involve 
the question of the spread of the disease 
to other countries throughout the world. 


Diphtheria. Although diphtheria no 
longer manifests itself in sharp outbreaks, 
the continued rise in reported cases and 
deaths in various parts of the country 
represents a situation that has not pre- 
vailed for many years. For a period of at 
least a decade reports for each year and 
for the most part for each month have 
been less than immediately preceding 
years and less than corresponding months 
of preceding years. Throughout the past 
year nearly every month has brought re- 
ports in excess of corresponding months 
in immediately preceding years. Both case 
and death rates are on the increase. 

In March of 1946 there were about 
1,500 diphtheria cases reported, as com- 
pared with 1,200 for March of 1945 and 
1,000 for March of 1944 and 1943. While 
not many data are available by age, it 
has been noted in some localities that 
more ‘cases are occurring among adults 
and that the case fatality is increasing. 

Meningococcus meningitis. Meningitis 
continued low through March, the 800 
cases representing only about one-third of 
the numbers reported in March of 1944 
and 1943 and considerably less than the 
1,100 cases reported in March of 1945. 

Measles. Measles reports were much 
higher in March of 1946 than in March 
of the preceding year, totaling approxi- 
mately 140,000 cases this year. In March 
of 1944 there were 145,000 cases and 
100,000 in March of 1943. 
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The Bacon Library 


Four Books Telling How to 
PLAN A HOSPITAL 


EADING AND REFERENCE informa- 
R tion on the planning of hos- 
pitals has been augmented during 
the past year by the publication of 
four books. ‘Two of them have been 
previously reviewed in this section. 
The first, “Measuring Your Com- 
munity for a Hospital,” is a collec- 
tion of articles compiled by the 
headquarters staff of the American 
Hospital Association; the second is 
a publication of the Department of 
Hospital Service of the Canadian 
Medical Association, entitled “Plan- 
ning and Constructing the General 
Hospital.” 

Both books fill a very definite 
need, constantly expressed by com- 
munity groups interested in having 
a hospital for their citizens. The 
Canadian booklet was checked and 
revised by a number of hospital ar- 
chitects and administrators with 


wide experience in hospital plan-. 


ning and construction. The major 
portion of the text deals with the 
plans of services and departments. 
The number of complete floor plans 
has been kept to a minimum for it 
seldom happens that a successful 
plan proves equally satisfactory in 
another location. 

“Measuring Your Community for 
a Hospital” was designed in the first 
place in order to make available 
from the library a number of copies 
of the best collection of articles on 
this subject. These authoritative ar- 
ticles discuss how to determine the 
need for a hospital, its type and size, 
the organization and responsibili- 
ties of the governing board and the 
medical staff, and the necessity for 
competent architectural consulta- 
tion in its planning and construc- 
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tion. This book serves as supple- 
mentary reading to Book I of the 
American Hospital Association’s 
series, “The 1945 Hospital Review.” 
Following the publication of this 
collection it was felt that the prob- 
lem of actually planning the hos- 
pital needed to be further de- 
veloped. The literature was care- 
fully surveyed and another collec- 
tion of articles on this subject was 
compiled under the title, “Plan- 
ning the Community Hospital.” 
The table of contents, which is re- 





Table of Contents for 


“Planning the Community 
Hospital” 

The hospital building program. 

Effect of orientation. 

A chart of suggested interior finishes. 

Functional planning of hospitals. 

Planning a hospital to human specifica- 
tions. 

Modern trends in hospital planning 
and equipment. 

Major trends in construction and plant 
operation. 

Net area distribution for a 50-bed gen- 
eral hospital. 

Time saver standards; a symposium. 

Departmental planning; a symposium. 

Modern pediatric standards call for 
wise planning for child care. 

St. Catherine’s Hospital, Kenosha, Wis. 

Ponca City Hospital, Ponca City, Okla. 

Washington Hospital, Washington, Pa. 

Suggested plan for a 15-bed hospital: 
Department of Public Health of Al- 
berta. 

The hospital; a line assembly for med- 
ical care. 

Planning for integrated services: A 
health center unit. 

Planning for integrated service: A 
50-bed rural hospital and health 
center. 

Planning for integrated service: The 
district hospital. 











produced on this page, will-give an 
idea of the material covered in the 
discussion. Its purpose was to pre- 
sent the many facets to be studied 
in the planning of a hospital’s phys- 
ical form. 

The fourth help for prospective 
hospital builders is the Modern 
Hospital’s recent book, the “Mod- 
ern Small Hospital and Community 
Health Center,” which is reviewed 
at length in this section. All four of 
these books are available on loan 
from the Bacon Library of the 
American Hospital Association. 


On Hospital Architecture 
“THE MODERN SMALL HosPiTAL AND Com- 

MUNITY HEALTH CENTER,” Modern Hos- 

pital Publishing Co., Chicago; 1946. 

$7.50, 138 pages. 

“That which is worth doing at all 
is worth doing well” might be con- 
sidered the theme of this recent 
publication. Literature on hospital 
architecture has gained a very defi- 
nite contribution in this excellent 
presentation. Most of the source 
matter is supplied by the 1944 Ar- 
chitectural Competition of the Mod- 
ern Hospital Publishing Co. 

Plans submitted are for 40-bed 
hospitals with possible future ex- 
pansion of 20 beds. This capacity 
was selected since a hospital of this 
size is one of the most difficult to 
properly plan, construct, staff and 
operate, yet one very definitely need- 
ed by many communities. As each 
contestant chose a definite site for 
his prospective hospital, the reader 
may concentrate on those most 
adaptable to the needs of his par- 
ticular situation. 

The fore part of the book in- 
cludes 10 chapters on the many 
problems involved in planning and 
administering a small hospital. 
These subjects and authors are well 
chosen. As more than three fourths 
of the nation’s present hospitals 
have less than 100 beds, the need 
of better planning for the small 
hospital is alarmingly evident. 

Dr. Mountin sets forth the prob- 
able future need of the 40-bed hos- 
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pital in a striking manner in the 
following: ‘‘1—that a planned de- 
velopment of hospitals will replace 
the opportunistic approach which 
up to now has been followed; 2— 
that beds will be concentrated in the 
smallest number of institutions con- 
sistent with adequate distribution; 
3—that hospitals below a minimum 
size, perhaps 40 beds, will either be 
brought up to this level or eventual- 
ly pass out of existence; 4—that, in 
time, practically no small hospitals 
will be found in the larger centers 
of population.” ‘Time alone will tell 
whether his suppositions are correct 
or not. 

A thorough community survey is 
a “must” according to Dr. Carter, 
who also points out that the best 
possible survey will fail to accom- 
plish anything unless “its accepted 
recommendations are implemented 
as promptly as circumstances will 
permit, through community ac- 
tion.” 

The advisability of employing a 
consultant is emphasized by Everett 
Jones, who writes, “In the days to 
come, hospitals will pay fewer but 
better employees much higher 
wages than in the past. This will 
call for more efficient and adequate- 
ly equipped plants that can be op- 
erated with fewer employee hours 
per patient.” 

Other sections discuss architec- 
ture, design, materials, organiza- 
tion, finance, equipment, the pro- 
fessional and administrative or- 
ganizations and in one entitled 
“The Patient’s Needs,” Carl A. 
Erikson stresses the need for re- 
membering that the patient is the 
focus of the entire efforts of the 
hospital. 

The actual hospital plans them- 
selves are of sufficient size to be 
easily read. While only a few of the 
contestants followed the rather fa- 
miliar architectural lines that we 
are accustomed to associate with 
hospitals, the great majority pre- 
sented drastic changes, which, while 
as yet untried, seem quite practical. 

The contestant in most cases pro- 
vides a statement that describes the 
contemplated community, its needs 
and peculiarities. This provides 
considerable assistance in studying 
the plan. Statements by the jury 
and editors show that every detail 
has been given most careful con- 
sideration. 
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SERVICE INTERRUPTED 


Because of construction now go- 
ing on in the library, it has been 
necessary to suspend the service 
temporarily. A second floor is be- 
ing built in the present room, 
which is of two-story height, hav- 
ing been a gymnasium in the days 
when the headquarters building 
housed the Chicago Latin School. 
Notices have been sent to inquirers 
stating that the sending of informa- 
tion would be delayed until it was 
possible to get into the library 
again. 











For example, great emphasis has 
been placed on locating the pa- 
tients’ rooms where they would be 
removed from as many disturbing 
noises as possible. Also speciai at- 
tention is drawn to the arranging 
of services so that one nurses’ sta- 
tion could adequately care for pa- 
tients on all services during the 
night or periods of low occupancy. 
The majority of the plans indicate 
that the contestant had an excellent 
comprehension of the problems 
faced by administrators of small 
hospitals. 


Some of the plans in the latter 
part of the book include facilities 
for the use of the local health officer 
and his staff. Too, there is provi- 
sion for offices for doctors and den- 
tists and a complete outpatient de- 
partment. These, too, show a good 
grasp of the community health 
problems and it is quite likely that 
such institutions will be better able 
to serve their communities than the 
present type of hospital. 


Because of its unusual size and 
striking binding, this volume may 
easily become a show-piece allowed 
to remain on the book case or desk. 
However, may we suggest rather, 
that it be closely studied from cover 
to cover by every administrator and 
person interested in providing bet- 
ter hospital care for the people of 
his community.—W. G. S. 


Organizing for Social 

Welfare Programs 

COMMUNITY ORGANIZATION FOR SOCIAL WEL- 
FARE. Wayne McMillen. Chicago, the 
University of Chicago Press; 1945. 658 
pages, $4.75. 


Mr. McMillen is professor in 
the School of Social Service Ad- 


ministration at the Universit, 
of Chicago and also is a commis. 
sioner and vice-chairman of the 
Chicago Housing Authority. Th 
hospital as a social agency within 
the community is vitally interested 
in the broad planning of the com- 
munity to meet the varying needs 
of the people. The hospital admin- 
istrator as a leader in the commun- 
ity needs to take a part in the dis 
cussion of projects which will affect 
the health and welfare of the in- 
habitants. 


In this book the author tries to 
show how people sincerely inter- 
ested in improving the society in 
which they live can best work to- 
gether to achieve this purpose. 
Among the social work processes, 
community organization has _re- 
ceived far less attention than either 
care work or group work. ‘The four 
principal questions which a com- 
munity asks itself are: How do we 
determine community needs? 
Which needs are most important? 
How can we develop a promising 
plan of action? How can we put 
our plan into action? 


Mr. McMillen evaluates the con- 
crete methods used in the day-to- 
day job of those engaged in com- 
munity organization and in analyz- 
ing group behavior and identifying 
the powers that make groups re- 
spond and go into effective action. 
He describes the structure of the 
various agencies which must work 
together to organize the community 
into an organic whole. 


Each chapter has a list of selected 
readings and of documents which 
have been used. Much of this docu- 
mentary material is drawn from re- 
ports not elsewhere in print; thus 
the book is an excellent source for 
this fugitive material. 


Duplicates of Transactions 


The library of the Woman’s Med- 
ical College of Pennsylvania, Phila- 
delphia 29, has for disposal some 
duplicate copies of the Transactions 
of the American Hospital Associa- 
tion. They are for the years 1923- 
1943, with the exception of 1933. If 
any hospital is in need of any one or 
more of these copies to complete 
its set, requests may be made di- 
rectly to the medical library at the 
above address. 
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TWO ROCHESTER HOSPITALS PROVIDE 
DISABILITY TEST CLINICS FOR V. A. 


Nearly 1,500 veterans were pro- 
cessed at clinics operated by two 
Rochester, N.Y., hospitals between 
March 4 and March 30, according 
to Dr. Frank C. Sutton, acting 
director of Rochester General Hos- 
pital. 

Rapid demobilization in western 
New York had resulted in over- 
crowding of processing facilities. 
On February 28 the Veterans Ad- 
ministration at Batavia requested 
help from Rochester General and 
the Genesee Hospital in processing 
local veterans who were applying 
for disability ratings. 

Rochester General’s clinic 
opened on March 4 and that at the 
Genesee Hospital on March 11. 
Both operated on a four hour day, 
Monday through Saturday, until 
the backlog was eliminated. 

Since the purpose of the exami- 
nation was to determine disability 
based on complaints, a complete 
physical examination was not done 
routinely. The hospitals discovered 
that most veterans required referral 
to the neuropsychiatrist in the 
clinic. Diagnoses were recorded in 
each case and the degree of dis- 
ability determined later by the 
regular rating board of the Veter- 
ans Administration. 

Physicians serving in the clinics 
were paid on a per diem basis. ‘The 
hospitals were paid on a fee basis. 

Between go and 60 veterans were 
examined daily in each clinic by 
a team of eight to ten doctors in- 
cluding general practitioners, and 
specialists in ophthalmology, oto- 
laryngology, neuropsychiatry, card- 
iology and orthopedics. 

Similar clinics have been estab- 
lished at Meyer Memorial Hos- 
pital, Buffalo, Syracuse General 
Dispensary, Syracuse, and in Bing- 
hamton. It is reported that the 
Veterans Administration is plan- 
ning to establish a permanent vet- 
erans’ clinic at Rochester, where 
ambulatory diagnostic treatment 
facilities will be provided, as soon 
as a central location is selected. 

According to Dr. Sutton the 
term veterans clinic is a misnomer. 
He believes that a more proper de- 
scription for the service would be 
processing station since no treat- 
ment of any kind of hospitalization 
was provided locally. 
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NEW ASSOCIATION MEMBER 


The Canadian Department of 
National Defense has been granted 
associate institutional membership 
in the American Hospital Associa- 
tion. Interest and action by Brig- 
adier C. R. D. Farmer, director 
general of medical services for the 
dominion, led to negotiations which 





resulted in the membership. 








Premature Nursery 
Opened at Hopkins 


Opening of a premature baby 
nursery, described as the newest and 
most extensive facility of its kind in 
Maryland,: was announced by Dr. 
Edwin L. Crosby, director of Johns 
Hopkins Hospital, on April 10. 

Designed with the assistance of 
the Children’s Bureau, U. S. De- 
partment of Labor, the modern 
nursery has controlled air condi- 
tions, special resuscitators and oxy- 
gen equipment, incubators, special 
food formulae and elaborate pre- 
cautions against infection. 

The 22-bassinet nursery, which 
cost in excess of $100,000 to build 
and equip, was completed through 
a combination of Johns Hopkins 
and Harriet Lane Home contribu- 
tions, and a grant of more than 
$40,000 from the government under 
provisions of the Lanham Act. 

Simultaneously with announce- 
ment of the nursery opening, Dr. 
Robert H. Riley, director of the 
State Department of Health, and 
Dr. Huntington Williams, commis- 
sioner of health for Baltimore, re- 
vealed completion of arrangements 
for emergency motor service with a 
portable incubator whereby pre- 
mature infants outside the hospital 
can be rushed to the nursery im- 
mediately from any point in Balti- 
more or the state. 





Catholic Nurses Meet 


The National Council of Cath- 
olic Nurses will hold its third bi- 
ennial convention May 24-28 in 
Toledo. Theme of the meeting, 
which will be attended by 1,000 
delegates, is the Catholic nurse in 
a changing world. 





Postwar Problems 
To Be Discussed at 
Western Conference 


“The Hospital of Tomorrow” 
has been selected as the theme of 
the May 14-16 convention of the 
Association of Western Hospitals. 
Meetings will be held at the Bilt- 
more Hotel, Los Angeles. 

Future problems of the admin- 
istrator have been divided into sev- 
en groups, and speakers will cover 
various aspects of each problem at 
the sessions. Main subjects are: 
Construction, public relations, per- 
sonnel management, personal serv- 
ices to the patient, medical services, 
special services and meeting the 
cost of care. 

The last session of the conven- 
tion will be a panel discussion cov- 
ering the unanswered questions of 
persons attending the meetings. 
Frank Walter, superintendent of 
Good Samaritan Hospital, Port- 
land, ‘and Dr. Malcolm T. Mac- 
Eachern, associate director of the 
American College of Surgeons will 
lead the discussion. 

Some of the speakers who will 
appear on the program are: Ritz 
E. Heerman, president-elect of the 
association and superintendent of 
the California Hospital, Los An- 
geles; Dr. Anthony J. J. Rourke, 
physician superintendent of Stan- 
ford University Hospitals, San 
Francisco; James Hamilton, hos- 
pital consultant; E. I. Erickson, 
president of the American Protest- 
ant Hospital Association; Dr. Peter 
D. Ward, president of the Ameri- 
can Hospital Association. 

Also among the speakers are Dr. 
Otis Whitecotton, medical direc- 
tor of Alameda County Hospital, 
Oakland; C. Rufus Rorem, Ph.D., 
director of the Hospital Service 
Plan Commission, and George 
Bugbee, executive director of the 
American Hospital Association. 





++ 


Sisters Plan Hospital 


Dufferin House, Brantford, Ont., 
a former residence, has been taken 
over by the Sisters of St. Joseph of 
the Hamilton Diocese. 

Following -architectural and 
other surveys the residence will be 
converted into a hospital which 
will be directed by the order. 
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WHITEHALL NAMED ACTING DIRECTOR, 


JOHNSON ADDED TO BUREAU STAFF 


The editorial staff of Hospira.s 
has been enlarged through addition 
to the staff of Bremen I. Johnson, 
who will work with the Washington 
Service Bureau, of which Albert V. 
Whitehall has been acting director 
since April 15 when James Russell 
Clark left to become director of 
Brooklyn (N.Y.) Hospital. Mr. 
Whitehall also assumes the position 
of acting secretary of the Council 
on Government Relations. 


Mr. Whitehall, a native of On- 
tario, Canada, joined the Associa- 
tion in June 1945 as staff attorney. 





MR. WHITEHALL 


MR. JOHNSON 


Since September he has been sta- 
tioned at the Washington Service 
Bureau where he is primarily con- 
cerned with state and federal legis- 
lation affecting hospitals. 


A graduate of Kent College of 
Law, Chicago, Mr. Whitehall spent 
five years in the legal department 
of the Hearst newspapers in Chica- 
go and more than eight years as 
staff attorney for the Chicago Daily 
News before coming to the Asso- 
ciation. 

Mr. Johnson, a graduate of North- 
western University where he was a 
premedical student, has had four 
years experience in writing for and 
editing newspapers. He has recently 
completed two years of naval serv- 
ice. 

While in service Mr. Johnson was 
a pharmacist’s mate in the Navy 
Hospital Corps and spent seven 
months in the Pacific aboard the 
hospital ship Tranquility. He re- 
ceived his discharge in December 
1945. He is married and has one 
daughter. 


It is expected that more Washing- 
ton news coverage and general serv- 
ice, needed since the end of the war, 
will be possible through the addi- 
tion of Mr. Johnson to the staff. 
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Architects’ Roster 
Will Not Require 
Membership Status 


Listing in the roster of approved 
hospital architects will be inde- 
pendent of Association member- 
ship under a new amendment to 
the policy governing the architects 
approval program. 

This action, approved by a mail 
vote, April 11, was taken at the 
recommendation of the Committee 
on Hospital Architects Qualfica- 
tions. ‘The measure was adopted in 
accordance with a suggestion made 
by the executive committee of the 
American Institute of Architects. 

The immediate purpose of lift- 
ing membership requirement is to 
remove a barrier to the rapid crea- 
tion of the largest possible roster 
of qualified architects. Immediate 
concentration of this phase of the 
program is planned by the Council 
on Hospital Planning and Plant 
Operation, according to A. W. 
Snoke, M.D., chairman. 

The amendment was unanimous- 
ly recommended by the council 
and approved by the Coordinating 
Committee and Board of Trustees. 
Under its provisions, the member- 
ship of architects will still be limit- 
ed to those hospital architects who 
demonstrate their knowledge of 
hospital requirements to the quali- 
fications committee. Under it, all 
architects whose qualifications are 
favorably acted on will be listed in 
the roster regardless ‘of their deci- 
sion on applying for or maintain- 
ing membership. 

As a means of keeping the list 
active, non-member approved ar- 
chitects will be required to pay an 
annual token registration fee of 
$1.00. Revised application blanks 
will shortly be available. 

Recent action by the Hospital 


| Architects Qualifications Commit- 


| 
| 


tee approved eight new architects 
for the roster. With architects pre- 
viously approved, the roster now 
includes 40 names. 

Another amendment of the pro- 
gram has been made to clarify the 
Association’s statement on the em- 
ployment of qualified hospital ar- 
chitects in a consulting capacity. 
The statement now reads, “The 
American Hospital Association . . . 





will promote the general practice 
of engaging hospital architects o! 
established qualifications for th 
design of hospitals or as consulting 
architects to supplement the serv 
ices of architects lacking specialized 
knowledge of hospital require 
ments.” 

The policy elsewhere has been 
amended to read, “It is the basic 
intention of this program to create 
a roster naming the largest possible 
number of qualified hospital ar- 
chitects.” 


Cis: Laid Maw Eland 
Of A.M.A. Staff; 
Dr. West Retires 


Dr. Olin West, secretary-general 
manager of the American Medical 
Association, retired April 1 and has 
been succeeded by Dr. George F. 
Lull, former deputy surgeon gen- 
eral, U. S. Medical Corps, who has 
been assistant to Dr. West since 
the first of this year. 

Joining the A.M.A. as field sec- 
retary in 1923, Dr. West spent 23 
years as a member of the organiza- 
tion. Shortly after joining the as- 
sociation he became secretary and 
in 1924 assumed the duties of gen- 
eral manager. 

Dr. West is a graduate of the 
Vanderbilt University School of 
Medicine where he was a member 
of the faculty for 15 years. He has 
been secretary and executive officer 
of the Tennessee state board of 
health and director for the Rock- 
efeller Sanitary Commission and 
International Health Board in 
Tennessee. 

Dr. Lull, who received his med- 
ical degree at Jefferson Medical 
College, graduated from Harvard 
University and the University of 
Pennsylvania. He enlisted in the 
Army Medical Corps in 1912 and 
retired with the rank of major gen- 
eral. 
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Drive Raises $302,000 Fund 


Total contributions of $302,233 
were reported at the close of a re- 
cent fund raising drive conducted 
by Mercy Hospital, Benton Harbor, 
Mich. 

The money, plus $100,000 accum- 
ulated by the hospital over a period 
of years, will be used for construc- 
tion of a 60-bed addition. Altera- 
tions and improvements of the pres- 
ent hospital building are also 
planned. 
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Tennessee Hospitals 
Are Asked to Help 
Placement Service 


The board of trustees of the Ten- 
nessee Hospital Association is con- 
sidering a request by the state 
nurses association for financial sup- 
port for its placement and coun- 
selling service. The request was 
presented at the state association 
meeting held in Knoxville April 8. 


According to the nurses’ plan, 
contributions from member hospi- 
tals would be used to carry on an 
intensive drive for the recruitment 
of student nurses for hospitals in 
the state. 


Included in the program of the 
meeting was a discussion of S. 191 
and the state survey of hospital fa- 
cilities. W. N. Walters, director of 
the survey, was elected association 
president. 


Other officers are: 


PRESIDENT-ELECT, T. H. Haynes, su- 
perintendent of Knoxville General 
Hospital; VICE-PRESIDENT, Sister 
Sponsoria, superintendent of St. Jo- 
seph Hospital, Memphis; SECRETARY- 
TREASURER, Henry H. Miller, superin- 
tendent of Hubbard Hospital, Nash- 
ville. 

George W. Eutsler, Holston Valley 
Community Hospital, Kingsport, and 
Charlotte Lawson, R.N., Rutherford 
Hospital, Murfreesboro, trustees for 
one year; Charles E. Thompson, Wil- 
lis C. Campbell Clinic, Memphis, and 
Mrs. Lois Beeby Stow, Protestant 
Hospital, Nashville, trustees for two 
years; George Sheats, Baptist Me- 
morial Hospital, Memphis, and Wal- 
ter Hilgers, Madison Sanatorium, 
trustees for three years. 

Mr. Sheats was named two-year 
term delegate to the American Hos- 
pital Association and R. G. Ramsay 
of Gartley Ramsay Hospital, Mem- 
phis, alternate. 
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Annual Knudsen Award Is 
Conferred on Col. A. J. Lanza 


The William S. Knudsen Award 
for the most significant contribu- 
tion to the field of industrial medi- 
cine in the current year was pre- 
sented to Col. Anthony J. Lanza, 
associate medical director of the 
Metropolitan Life Insurance Com- 
pany, on April 11. 

Colonel Lanza received the award, 
the seventh to be given, at the an- 
nual banquet of the American Asso- 
cation of Industrial Physicians and 
Surgeons. 
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CALENDAR OF ASSOCIATION AND ALLIED MEETINGS 


American Hospital Association 48th An- 
nual Convention—September 30-Octo- 
ber 4; Philadelphia (Bellevue-Strat- 
ford and Benjamin Franklin Hotels). 


Regional Association Meetings 
American Protestant Hospital Association 
—September 27-28; Philadelphia. 


Association of Western Hospitals—May 
14-16; Los Angeles (Biltmore Hotel). 

Carolinas-Virginias Conference—May 22- 
23; Greenville, S.C. (Poinsett Hotel). 

Catholic Hospital Association—June 10- 
13; Milwaukee (Milwaukee Auditor- 
ium). 

Maritime Hospital Association—June 18- 
21; Digby, Nova Scotia (“The Pines’). 

Tri-State Hospital Association—May 1-3; 
Chicago (Palmer House). 


State Association Meetings 

Arkansas—May 16-17; Little Rock (Al- 
bert Pike Hotel). 

Idaho—December 7; Boise. 

Illinois — May 1-3; Chicago (Palmer 
House). 

Indiana — May 1-3; Chicago (Palmer 
House). 

Kansas—November 
(Hotel Jayhawk). 

Louisiana—May 2-3; Washington-Youree, 
Shreveport. 

Maine—June 21-22; Belgrade Lakes (Bel- 
grade Hotel). 

Maryland—District of Columbia—No- 
vember 7-8. 

Michigan—May 1-3; Chicago (Palmer 
House). 

Minnesota—May 26-28; St. Paul. 


13-14; Topeka 


Montana—October 21; Butte. 

Nebraska—October 21-22; Lincoln (Hotel 
Cornhusker). 

New Jersey—May 2-4; Atlantic City 
(Hotel Dennis). 

New Mexico—May 24-25; Albuquerque 
(Hilton Hotel). 

New York—June 10-12; New York City 
(Pennsylvania Hotel). 

North Dakota—May 9-10; Grand Forks. 

Oklahoma—November 21-22; Oklahoma 
City. 

Oregon—May 22-23; Eugene (Osborne 
Hotel). 

Utah—December 4. 

West Virginia—May 21; Greenville, S.C. 

Wyoming—July 19—Jackson. 


Other Meetings of Interest 


American College of Hospital Adminis- 
trators—September 28-30; Philadelphia. 


American College of Surgeons—Septem- 
ber 9-13; New York City (Waldorf- 
Astoria). 

American Dietetic Association—October 
14-18; Cincinnati (Netherland Plaza 
Hotel): 

American Medical Association—July 1-5; 
San Francisco (Sir Francis Drake Hotel 
and Civic Auditorium). 


Association of Collegiate Schools of Nurs- 
ing—September 19-20; University of 
Pittsburgh. 

Interstate Post Graduate Medical Asso- 
ciation of North America—October 15- 
18; Cleveland (Municipal Auditorium). 


National Council of Catholic Nurses— 
May 24-26; Toledo, Ohio (Hotel Com- 
modore Perry). 

National Executive Housekeepers’ Asso- 
ciation—May 21-23; Atlantic City. 





Streptomycin Distribution 
To Civilians Is Outlined 


Distribution of limited supplies 
of streptomycin to civilians through 
the Committee on Themotherapeu- 
tic and Other Agents of the Divi- 
sion of Medical Sciences, National 
Research Council, has been pro- 
vided for in the allocation program 
recently established by the Civilian 
Production Administration. 

All inquiries and requests for this 
drug are to be sent to Dr. Chester 
S. Keefer, Evans Memorial Hospi- 
tal, 65 East Newton, Boston, Mass. 

No commercial distribution of 
streptomycin is provided and pro- 
ducers will not supply the drug di- 
rectly for civilian requests. Physi- 
cians have been asked not to sub- 
mit requests if cases are susceptible 
to the action of the sulfonamides, 
penicillin and other therapeutic 
agents. 


Advisory Board in Review 
Of Red Cross Health Work 


A review of Red Cross activities 
in the health field was presented to 
the Advisory Board on Health Serv- 
ices of the American Red Cross at 
its first meeting, in Washington 
April 16. 

Subcommittees are being ap- 
pointed, one of which is to be the 
Subcommittee on Hospital Admin- 
istration, under the chairmanship 
of Dr. Basil C. MacLean, medical 
director of Strong Memorial Hos- 
pital, Rochester. 

Dr. Lewis H. Weed is chairman 
of the board. Among those attend- 
ing the meeting were Dr. Charles F. 
Wilinsky, director of Beth Israel 
Hospital, Boston; Arthur J. Will, 
director of the Department of Chari- 
ties, Los Angeles and George Bug- 
bee. 
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National Hospital Day May 12 
provides the individual commun- 
ity hospital an opportunity to dem- 
onstrate to the public its many 
services and to gain understanding 
for its major problems. 

The suggestions offered by the 
Council on Public Relations are 
assisting participation by many 
hospitals in this campaign. Some 
ingenuity in local adaptation is re- 
quired, since it is impossible to 
create an over-all plan which will 
be immediately suitable to each 
member of the Association. 

Using the council’s suggestions 
as a guide, many hospital adminis- 
trators and public relations direc- 
tors are developing programs which 
reflect the spirit and objectives of 
their own individual hospital. The 
cooperation of interested citizens 
of the community is making a uni- 
fied program possible—one that 
will strike a sympathetic note with- 
in the community. 

Any of the three Hospital Day 
themes — “The Hospital, Your 
Hope for Health,” in particular, as 
well as “Your Helping Hand” and 
“Building for Better Americans’ — 
offers possibilities for indicating 
the contributions of the hospital 
to the community and to the 
nation. 

Among hospitals’ general con- 
tributions being cited are the in- 
auguration of state hospital sur- 
veys, licensing systems, increased 
availability of prepaid hospital in- 
surance, the trend toward estab- 
lishment of health centers and 
medical insurance, the two-billion- 
dollar construction program that 
will add 180,000 non-federal hos- 
pital beds to those already in exist- 
ence. All of these aim at the unified 
goal of all hospitals—adequate hos- 
pital care, easily available to all. 

Hospital Day will also be the 
vehicle for explaining to the com- 
munity that the war is not over 
for hospitals; that many of their 
war-created problems are as serious 
today as a year ago. 

Many administrators will take 
advantage of the opportunity to 
explain to the public why hospitals 
are experiencing personnel short- 
ages, both professional and other- 
wise; how increase in operating ex- 
penses, like all costs, is making it 
necessary to raise patient rates in 
some hospitals, despite adminis- 
trative reluctance; why hospitals 
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NATIONAL HOSPITAL DAY IS OPPORTUNITY | Delegates Discuss 
TO DEMONSTRATE SERVICES TO PUBLIC 


cannot always accommodate every 
patient who seeks admittance; why 
delays of weeks are sometimes 
necessary and why patients must 
often be treated under crowded 
conditions. 

They will demonstrate to their 
communities why plans for new 
construction or additions to old 
cannot be immediately put into 
effect, and why volunteers are 
needed now as badly as at any time 
during the war. 

These, as well as any particular 
problem which concerns the rela- 
tionship between the individual 
hospital and its community, will 
reach a more receptive audience on 
Hospital Day. 

Many real and potential causes 
of public friction can be explained 
in this way and used to secure com- 
munity assistance. An enlightened 
and understanding public is the 
hospital’s best ally, and such a pub- 
lic will be quick to protect the hos- 
pital’s interests—actually they are 
their own. More than ever before, 
hospitals need the understanding 
cooperation of the public—their in- 
dividual community. 

There may still be time to take 
advantage of the campaign ideas 
and publicity material offered in 
the kit prepared by the Council on 
Public Relations. Further aids to 
participation are the National Hos- 
pital Day Stamp and the booklet, 
“The Hospital—Your Hope for 
Health,” suitable for general dis- 
tribution. 





Alexian Brothers’ Nursing 


Courses Open to Veterans 


Application of the G. I. Bill of 
Rights to provide tuition for a 
course in nursing has been ap- 
proved by the Alexian Brothers’ 
Hospital, Chicago. Fifteen veterans 
are enrolled currently in the school 
of nursing under the program. 

Alexian Brothers’ nursing school, 
open to male students only, is con- 
ducted in cooperation with De Paul 
University, Chicago. Veterans with 
the proper qualifications can enroll 
in a four-year course which awards 
both the R.N. and university de- 
gree. 

Students who are not qualified 
for college entrance may enroll in 
the basic three-year nursing course 
which leads to the R.N. certificate. 








Nursing Problems 
At Texas Meeting 


The relationship of the graduat 
nurse to other grades of nursing 
personnel and general nursing prob 
lems were discussed at the Marci 
21-23 meeting of the Texas Hospi- 
tal Association at Forth Worth. 

Delegates heard a report on a 
recent state Supreme Court deci- 
sion which seemed to indicate that 





MR. TERRELL MR. NYE 


hospitals paying professional statt 
members on a_ percentage basis 
might lose their nonprofit institu- 
tion classification. 

Other subjects discussed included 
veterans’ care, personnel problems, 
hospital retirement plans, Blue 
Cross payments to hospitals and 
affiliation with the American Col- 
lege of Hospital Administrators. _ 

B. Tol Terrell, administrator of 
Harris Memorial Methodist Hosp1- 
tal, Fort Worth, was inducted as 
president. Officers elected were: 

PRESIDENT-ELECT, Russell Nye, ad- 
ministrator of the City County 
Hospital System, Dallas; FIRST VICE- 
PRESIDENT, Mother Regina, adminis- 
trator of Mother Francis Hospital, 
Tyler; SECOND VICE-PRESIDENT, J. H. 
Felton, business manager of Lubbock 
Memorial Hospital; THIRD VICE-PRESI- 
DENT, D. S. Riley, administrator of 
Malone and Hogan Hospital, Big 
Spring; TREASURER, Oswald Daughety, 
administrator of Hermann Hospital, 
Houston. 

TrusTEES: William Bohman, ad- 
ministrator of John Sealy Hospital, 
Galveston and George Buis, adminis- 
trator of Brackenridge Hospital, Aus- 
tin, both for three-year terms. 

Russell Nye, administrator ol 
City County Hospital System, Dal- 
las, and Mrs. Josie M. Roberts, 
administrator of Methodist Hospi- 
tal, Houston, were elected delegates 
to the American Hospital Associa- 
tion. First alternate is Julian Pace, 
administrator of Hillcrest Memor- 
ial Hospital, Waco, and second al- 
ternate is Eva M. Wallace, adminis- 
trator of All Saints Hospital, Fort 
Worth. 
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FOOD CONVEYORS 


rometheus conveyors are scientifically designed 
greatest efficiency in practical day by day operati 
_ They are attractive in appearance, compact in size, 
to handle, and of utmost mobility. They are economical in 
cost, economical to operate, and use a minimum of cur- 
rent. Approved by Underwriters Laboratory. 


Prometheus conveyors are strongly built of the finest 
material by a staff of engineers and artisans backed by 
more than 40 years practical experience in this highly 
specialized field. Every Prometheus conveyor will give 
many years of satisfactory service. Prometheus food con- 
veyors have no superior. 


Whatever your food conveyor problem may*be,.Pgome- 
theus has a model to meet your requirements or will design 
a special conveyor to fill your individual needs. The en- 
gineering and manufacturing experience of our organiza, 
tion are at your service for this purpose. 


Send for descriptive circular giving full details of various 
designs, capacity and special features. 


-PROMETHEUS ELECTRIC CORP. 


401 West 13th Street, New York 14, N. ¥Y. 


1, Small conveyor, Serves 40 
patients. Smooth running, 
built. Will give 

vice. Ask for de 


3. Electrically heated tray conveyor 

for central tray service or special diet 

: service. Accommodates from 8 to 20 

2 NS trays according to size. Ask for de- 
scriptive circular. 


4. Standard Model 1038. Serves 60 to 
110 patients. Designed for maximum 
utility. Length 54”, Height 39”, Width 
28”. Ask for descriptive circular. 
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NEW COMMITTEE ANNOUNCES PLANS FOR 


INSTITUTE ON PERSONNEL MANAGEMENT 


Five aspects of personnel admin- 
istration will be covered at the in- 
stitute in hospital personnel man- 
agement which will be held July 29 
through August 2, at the Drake 
Hotel, Chicago. The institute will 
be directed by James W. Stephan, 
chairman of the Personnel Com- 
mittee. 

Subjects around which the in- 
stitute will be centered are: (1) 


relations with employee groups, 
(2) recruitment selection and up- 
grading, (3) personnel adminis- 
trative functioning, (4) administra- 
tive aspects of supervisory train- 
ing, (5) salary theory with applica- 
tions to the hospital field. 

Faculty for the institute will in- 
clude persons inside the hospital 
field and recognized authorities 
outside the field. 
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Modern Biological Laboratory 


SHELDON’S long, continuous, and suce 
cessful laboratory experience; efficient 
planning service, and unsurpassed pro- 
duction facilities combine to provide 
the utmost in utility and economy in 
Hospital Equipment. Let our Engineers 
help you plan your Central Supply, 
Sterilizing Rooms, Nurses’ Stations, 
Film Processing Rooms, Pharmacies, 
Laboratories, and other adjunct service 
areas. Also Nurses’ Training Science 
and Dietetics Laboratories. 


Write for SHELDON'S 
new catalog of Hospital 
Fixed Equipment — a 
catalog showing come 
plete Hospital Equip- 
ment and plans for funce 
tional rooms. 










E. H. SHELDON & COMPANY 


MUSKEGON, MICHIGAN 









It is expected that the institute 
will be sponsored by the Industrial 
Relations Center of the University 
of Chicago which is directed by 
Fred Harbison, a member of the 
newly formed Institute executive 
Committee of the Council on Ad- 
ministrative Practice which is plan- 
ning the institute. Other commit- 
tee members include Mr. Stephan, 
Charles Prall, Nellie Gorgas, Mar- 
ion Pierce, Norman D. Bailey, Dr. 
Arthur C. Bachmeyer and George 
Bugbee. Kenneth Williamson, sec- 
retary of the Council on Adminis- 
trative Practice, is committee sec- 
retary. 

A maximum registration of 125 
persons has been set. Applications 
for registration will be restricted 
to administrators, assistant admin- 
istrators and personnel officers. Ap- 
plicants must be personal members, 
or be employed by hospitals hold- 
ing institutional membership in 
the Association. 

Fee for the institute will be $25; 
each registrant will be responsible 
for his living expenses. Applica- 
tions may be secured by writing to 
the Council on Administrative 
Practice, 18 E. Division St., Chi- 
cago 10. After they have been re- 
ceived the applications should be 
completed and returned to head- 
quarters with a check to cover the 
institute fee. 

Tentative plans also have been 
announced for a personnel institute 
to be held on the West Coast, prob- 
ably in August. Details of applica- 
tions, enrollment date and_ place 
will be announced in the next issue 
of Hospira ts. 








A.M.A. Medical Care Plan 
Granted Corporate Charter 


A further step in establishing a 
nationwide organization of medical 
care plans was announced in the 
April 13 issue of the Journal of the 
American Medical Association: the 
state of Illinois has now granted a 
certificate of incorporation to Asso- 
ciated Medical Care Plans. 


At the same time it was an- 
nounced that the commission (cor- 
responding to a board of directors) 
would meet April 26-27 to draw up 
operational details which will be 
submitted to members of the new 
corporation at the time of the 
American Medical Association con- 
vention in July. 
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PARTMENTS EVERYWHERE 


Like an efficiency expert, Salvajor is going into the 
busy kitchens of America checking waste time, labor and 
money, improving and speeding up dishwashing wher- 
ever it is employed. 

One Salvajor feature alone, the tableware trap, soon 
pays back the original investment. In most institutions 
the loss of silverware ordinarily adds up to 4% a month 
—complete loss every 2 years! 

Then there are other practically immeasurable 
savings. Help is happier because hand-scrapping and 
all its smell and mess is eliminated. In one unique 
operation Salvajor’ Pre-Rinses dishes, sanitizes and 
reduces garbage volume by 40%, in addition to 
trapping the silverware. 

With Salvajor, dishes enter the dishwashing 
machine cleaner, making detergent more effective 
and eliminating bottleneck shut-downs of the 
‘dishwashing machiné to clean screens and 
change water. 

For all-around efficiency, Salvajor is doing 
a job people like! 

Salvajor is not to be confused with a dish- 
washing machine nor does it grind garbage. 


OUSANDS OF DISHWASHING 


Another Salvajor 
“Tailor-Fitted” to 


Houston, Texas. 
Supplier was Huey 
& Philip Co. of 
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e Economical to Operate 





e Easy to Use 





Only 2 gallons of fresh water per min- 
ute is used. A fractional horsepower 
motor is used for the recirculation of 20 
gallons per minute during operating 
periods. 








No special training is needed to oper- 
ate the Salvajor. One operator using the 
Salvajor can scrap as much tableware as 3 
or 4 helpers by ordinary hand scrapping. 









For further details contact your sup- 
plier or send the coupon. 
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Send 
Coupon 
NOW...Be Sure m® PLEASE SEND 
of a Suitable Sa Se 
Position on Salvajor. STREET .._.. 
i i Name of nearest 
Shipping supplier. Ce 


Schedule 


THE SALVAJOR COMPANY e 


1809 Oak St., Dept. HO, Kansas City 8, Mo. i 
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BENEFIT RECOMMENDATIONS FOR NURSES 
APPROVED BY by teat STATE GROUP | 


A list of recommendations for 
discussing nurses’ salaries and 
working conditions has been sub- 
mitted to member hospitals by the 
Washington State Hospital Asso- 
ciation. These re-ommendations 
were developed at the association’s 
convention in Tacoma March 14- 
15. 

It was suggested that minimum 
salary rates be established locally, 


because of varying conditions 
throughout the state, but that dif- 
ferentials for evening and night 
duty be $10 and $5 respectively. 
Some other points included in the 
recommendations were keeping the 
basic work week at 48-hours, com- 
pensation for overtime at straight 
time rate, recognition of six holi- 
days during the year, allowance of 
one day of sick leave a month for 








THE BEST DISPENSER 


AND SCRUB-UP SOAP 


YOU’LL EVER FIND... 


if 





WALL SINGLE 
TYPE PORTABLE 


DOUBLE 
PORTABLE 











Hospitals that install Vestal Septisol Dispensers and Septisol 
Surgical Soap, never go back to less efficient scrub-up tech- 


nique. 


Doctors are enthusiastic about the foot operated convenience 
and sanitary features of the Septisol dispenser .. . and Septisol 
Soap is “just what the doctor ordered” . . . a scientifically 
blended surgical soap that lathers to a smooth, creamy richness 
conditioning the hands and preventing danger of infection and 
roughness that result from harsh, irritating soaps. 


. .. and Management smiles at the soap economy and all- 


round satisfaction that follows 
Septisol installation.. Write 
for demonstration TODAY. 


VESTAL We 


ST. LOUIS NEW YORK 








nurses who have been in a positior 
six months or more and an annua 
vacation of 12 working days base! 
on one day for each month. 

The recommendations also ii 
cluded encouragement of membe: 
ship in the American Nurses Asso 
ciation and allied professional 0; 
ganizations, a suggestion that th: 
state nurses’ group be notified thai 
administrators, realizing that nurses 
have a problem and that future 
negotiations probably will occur, 
recommend nurses~ make contact 
with local hospitals through thei 
district association in the future. 

Nan Rowlands, R.N., adminis- 
trator of Cobb Hospital, Seattle, was 
elected president of the association. 
For her distinguished service, Siste: 
John Gabriel of Mount St. Vincent 
Hospital, Seattle, was chosen as life 
honorary president. 

Other officers elected were: 

PRESIDENT-ELECT, Dr. Burton A. 
Brown, administrator of Pierce Coun- 
ty Hospital, Tacoma; SECRETAY-TREAS- 
uRER, A. L. Holberg, business manager 
of Maynard Hospital, Seattle; Exrcu- 
TIVE SECRETARY, Jewell Drake, R.N., 
Cobb Hospital, Seattle; First vIce- 
PRESIDENT, Mrs. Cecile Tray Spry, 
R.N., administrator of Everett Gen- 
eral Hospital; SECOND VICE-PRESIDENT, 
Sister Brendan, Sacred Heart Hospi- 
tal, Spokane; THIRD VICE-PRESIDENT, 
Horance Turner, administrator of 
Deaconess Hospital, Spokane. 

: Ethel V. Soper, R.N., hospital rela- 

tions advisor to the Seattle Blue Cross 
Plan; Mrs. Gertrude Sawyer, super- 
intendent of Memoral Hospital, Sedro- 
Woolley, trustees for one year. How- 
ard C. Ries, a trustee of Everett 
General Hospital; Gordon W. Gilbert, 
administrator of St. Luke’s Hospital, 
Spokane, trustees for two years. A. L. 
Howarth, administrator of Deaconess 
Hospital, Wenatchee; Walter A. Heath, 
director of Tacoma General Hospital, 
trustees for three years. 


an 





Refresher Course Offered 
For Hospital Dietitians 


A six-week relresher course for 
hospital dietitians will be held at 
Teacher’s College, Columbia Uni- 
versity, from July 8 through August 
16. 

Designed primarily to serve as a 
center for discussion of develop- 
ments in the field, the course will 
cover observation and experience 
in the management of food services. 

The course is open to dietitians 
whose training and experience are 
satisfactory to the instructors. Ap- 
plication must be made before May 
15-to Mary deGarmo Bryan, ‘Teach- 
er’s College, Columbia University, 
New York City. Fees, including reg- 
istration, total $82. 
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Muel - Tex Latex Surgical Tubing 


SAFEST SURGICAL TUBING YOU CAN BUY 
For Blood, Parenteral Fluids, Blood, Etc. 


DUSTLESS—CHEMICAL-FREE—SEAMLESS 


Muel-Tex Tubing is inner surface sealed for safety. It is dust-free, 
manufactured by a method in which the inner surface is never 
exposed to air or dust of any kind. An inner protecting seal of 
cocoanut oil soap protects this inner surface from air borne con- 
tamination until the final washing and sterilization before use .. . 





Muel-Tex Tubing is seamless. Its perfectly smooth inside wall has 
no pits, cracks or crevices to complicate thorough cleansing. Muel- 
Tex gives you longer service life, too: it withstands many sterili- 
zations... 


Muel-Tex Tubing contains no chemicals. It is produced without 
use of acids or mineral salts for coagulating the rubber, so neither 
these chemicals nor their decomposition products can cause trou- 
ble when you use this better latex surgical tubing. 





Muel-Tex Latex Tubing on Handy Fifty-Foot Reels 


Is Inner Surface Sealed for Safety Six Useful Sizes for Most General Needs 


RG-701 Muel-Tex Tubing, sg” x 1/32”...... Reel, $1.92 
RG-702 Muel-Tex Tubing, 3/16” x 1/16”....Reel, $2.36 


V Ma Ki 3 ER & CoO RG-703 Muel-Tex Tubing, 3/16” x 3/32”...Reel, $3.78 
& E ca RG-706 Muel-Tex Tubing, 4%” x 1/16”...... Reel, $2.77 
RG-707 Muel-Tex Tubing, %4” x 3/32”......Reel, $3.98 

SINCE 1895 RG-710 Muel-Tex Tubing, 5/16” x 1/16”....Reel, $3.15 


408 So. HONORE STREET CHICAGO 12, ILLINOIS Prompt Delivery from Stock 








pure concentrated 
LEMON JUICE 


Free from adulterants, preservatives or fortifiers 


“ee SUNFILLED 






Unexcelled for use in lemonade and other beverages, cakes, pies, icings, soda 
fountain syrups, gelatins, sherbets, and other recipes in which fresh lemon 
juice is indicated. When returned to ready-to-use form by the simple addition 
of 7 equal parts of water to 1 part of Sunfilled Concentrated Juice as directed, 
the zestful taste, aromatic fragrance and nutritive values faithfully approxi- 
mate freshly squeezed, natural strength juice of high quality fruit. 


Users will appreciate the labor, money and space saving advantages afforded. 
Time-consuming inspection, slicing and squeezing of fresh fruit is eliminated. 
Budget-consuming losses incident to shrinkage, crushing and decay are avoided, 


Each 6-ounce tin offers the equivalent of 48 fluid ounces of fresh lemon juice. 
ORDER TODAY and request price 


list on other Sunfilled quality products 





CITRUS CONCENTRATES, INC. - DUNEDIN, FLORIDA 
NEW YORK OFFICE: 545 FIFTH AVENUE 
ee ee 
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IOWA ASSOCIATION APPROVES PERSONNEL 
PRACTICE PLAN OF STATE NURSE BODY 


The Iowa State Hospital Associa- 
tion adopted a resolution approv- 
ing in principle the personnel prac- 
tice plan introduced by the state 
nurses’ association at the state hos- 
pital association meeting April 
15-17 in Des Moines. 

While calling attention to the 
fact that the state association could 
not bind its members to agreement 
of following practices outlined in 





the plan, the association returned 
the plan to the nurses for some re- 
vision. It was suggested that an 
explanation of the public responsi- 
bilities of nursing organizations in 
the care of patients be included in 
the statement. 

Another resolution passed at the 
meeting authorized the association’s 
board of trustees to investigate and 
negotiate with the Veterans Admin- 








BIOLOGICAL 
REFRIGERATOR 





Controlled Temperature at 


Minimum of 38° F Prevents Freezing 


This refrigerator unit, built solely for Biologicals is outstanding 
in its field. Made of steel with white infra-red baked enamel out- 
side and inside. Insulation is of a fibre-glass category. Hinges are 
sturdy and almost completely concealed. Door hardware is chrome 
finish. Pintumbler type lock prevents opening by unauthorized 
persons. 


The temperature of interior is controlled at a minimum of 38° F, 
thus preventing freezing. Temperature above 38°F can be ob- 
tained by adjusting thermostat. 





SPECIFICATIONS 


External overall dimensions, 35” 
high x 1914” wide x 18%” 
deep. 





Internal refrigerator space, in- 
cluding drawer assemble, 15” 
high x 12” wide x 12” deep. 


4 drawers—Storage space—Ice 
cube tray. 











Alternating current—115 volts. 


Weight 75 pounds. Warranty, 
one year against defective 
workmanship and material. 


Price F.2.°.$12Q00 


STANLEY SUPPLY CO. 


Hospital Supplies and Equipment 























121-123 E. 24th St., New York 10, N. Y. 


Branches: 


Columbia 24, S. C. “te Indianapolis 4, Ind. 











istration toward establishment o! 
a plan for the use of one agenc\ 
for payments of all veteran care. 

Dr. C. F. Oberman, superintend- 
ent of Cherokee State Hospital, was 
elected association president. Oth« 
officers are: 

PRESIDENT-ELECT, Paul Hanson of 
Iowa Lutheran Hospital, Des Moines; 
FIRST VICE-PRESIDENT, Sister Mary de 
Lellis, R.N., administrator of Mercy 
Hospital, Oelwein; SECOND VICE-PRESI- 
DENT, Harold A. Smith, assistant ad- 
ministrator of University of Iowa 
Hospitals, Iowa City; SECRETARY, 
Clara Hendrickson, superintendent of 
Iowa Lutheran Hospital, Des Moines; 
TREASURER, Lilyan C. Zindell, admin- 
istrator of Atlantic Hospital. 

TRUSTEES: Rubie M. Carlson, R.N., 
superintendent of Allen Memorial 
Hospital, Waterloo; T. P. Sharpnack, 
administrator of Broadlawns Polk 
County Hospital, Des Moines. 

Miss Carlson was named delegate 
to the American Hospital Associa- 
tion and Mr. Sharpnack, alternate. 


C. J. Foley Takes 
Position on Staff 
Of Public Relations 


C. J. Foley, former lieutenant in 
the United States Navy and son of 
the late Matthew O. Foley, National 
Hospital Day founder, joined the 
headquarters 
staff in April as 
a member of the 
Association’s 
public relations 
department. Mr. 

Foley, who 

served for three 

years on a mine- 

sweeper in the 

Mediterranean 

and Caribbean, 

was separated Mr. Foley 
from service last October. Prior to 
his entrance into the Navy, he was 
public relations director for the 
Wisconsin Hospital Association and 
the Associated Hospital Service, 
Milwaukee. From 1940 to 1942 he 
was associate editor of Hospital 
Management. Earlier he had served 
for three years as public relations 
director for Group Hospital Serv- 
ice Inc., St. Louis. 





Mr. Foley comes to his Associa- 
tion position from Vaughan Hospi- 
tal, Hines, Ill., where he was em- 
ployed as public relations directo! 
from January to April of this year. 
He holds a Bachelor of Science de- 
gree from the University of Illinois. 
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ROOSEVELT HOSPITAL 
Metuchen, New Jersey 


Harry J. White, M.D., Adm. and Med. Director 


Erected in 1936, this beautiful County Hospital 
for the treatment of tuberculosis, 221 beds, is 
situated on 14 acres of beautiful grounds over- 
looking Roosevelt Park Lake. 


FABRON, on walls and ceilings of patients’ 
rooms, of corridors, and of public interiors, con- 
tributes a friendly and colorful home-atmos- 
phere, simplifies maintenance and eliminates cost 
of periodic redecoration. 


W...... an administrator's first impression of a 


method of decoration, his ultimate opinion is based largely on the durability and 
suitability of the product. 


The administrator of a hospital who specifies FABRON may do so with the confidence 
that he is using a material that permanently decorates the wall — that is as durable 
as the wall itself. 


He will know that the sturdy FABRON fabric and plastic backing gives strength to 
walls, preventing cracks and concealing blemishes, while its decorative lacquer surface 
creates a restful and homelike atmosphere. Furthermore, FABRON can be. washed 
simply and easily with soap and water, thereby removing dust and grime and 
restoring the original beauty of the colors, eliminating the need for periodic 
redecoration. 


Hundreds of hospitals are using FABRON on walls and ceilings, and their admin- 
istrators have testified to the complete satisfaction it has given them. A trial 
installation will convince you of the pre-eminence of FABRON as a wall treatment. 
May we have the pleasure of giving you further information? 


bron 























FREDERIC. 
| | 7 Emoblished 1918 
) Park Avenue 
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easy to apply 

easy to clean 

sunfast colors 

resists scuffing 
prevents plaster cracks 
permanent decoration 


BLANK & CO.,. 








Norton Medical Writing 
Contest to Close in Fall 


The Norton Medical Award con- 
test, designed to encourage the writ- 
ing of books on medicine and the 
medical profession for the layman, 
has announced November 1 as the 
closing date for the 1946 competi- 
tion. 

Further information may be ob- 
tained by writing to North and 
Company, 70 Fifth Avenue, New 
York City 11. 





Research Expansion Planned 


Dr. Stephen Manheimer, director 
of Mount Sinai Hospital, Chicago, 
has announced a $150,000 pledge 
from the hospital’s service club, an 
auxiliary group. 

The money will be used for sup- 
port of research in the hospital’s 
expanded research program which 
includes erection of a new profes- 
sional services building to house 
the laboratories, x-ray department, 
research activities and other similar 
facilities. 
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HILLYARD’S 


The “Main” Thing In Maintenance 
The floors in hospitals are clean, sanitary and safe, where 
Hillyard Floor Treatments and Maintenance Materials are 
used. In addition to these factors is 
the preservation of their floors and 
a saving on the cost of labor and 


maintenance. 


* 


Health Group Adds 
Committee Members 


The American Public Health s- 
sociation is preparing to work out 
the details of its national health 
program which was first announced 
in October 1944. 

To this end the Subcommittee on 
Medical Care has been expanded, 
and a full time staff will work under 
a Rockefeller Foundant grant. How- 
ard M. Kline, Ph.D., of the Federal 
Security Agency, has been named 
technical secretary. 

The committee as it now stands 
includes: 

CHAIRMAN: Dr. Joseph W. Moun- 
tain, chief of the States Relations Di- 
vision, USPHS; Dr. Dean A. Clark, 
medical director of the Health Insur- 
ance Plan of Greater New York; Dr. 
Edwin F. Daily, director of Health 
Services, U. S. Children’s Bureau; Isi- 
dore S. Falk, Ph.D., director of the 
Bureau of Research and Statistics, 
Social Security Board. 

Dr. Vlado A. Getting, Massachusetts 
State Commissioner of Public Health; 
Dr. J. Roy Hege, director of the Di- 
vision of Local Health Administration 
for the North Carolina State Board of 
Health; Dr. Basil MacLean, superin- 
tendent of Strong Memorial Hospital, 
Rochester, N. Y. 

Dr. Hugh Morgan, professor of 
medicine at Vanderbilt University 
School of Medicine; George St. John 
Perrot, chief of the Division of Public 
Health Methods, USPHS; Marian G. 
Randall, R.N., executive director of 
the Visiting Nurse Service of New 
York; Dr. Dean Roberts, chief of the 
Bureau of Child Hygiene, Maryland 
State Health Department. 

Dr. Edward S. Rogers, assistant 
commissioner of the New York State 
Department of Health; Nathan Sinai, 
Dr.P.H., professor of public health at 
the University of Michigan; R. M. 


Walls, D.D.S., Bethlehem, Pa., Dr. 
John B. Grant and Dr. Hugh R. 
Leavell, consultants for the Rocke- 
feller Foundation. 


No matter what type of floors you 
may have in your hospital . . . Hill- 
yards have Treatments and Main- 
tenance Materials that protect their 
surface. Call or wire us today for = = 

the Hillyard Floor Treatment Engi- _| Floor Treatment andMaintenance 
neer in your locality, he will gladly JOB SPECIFICATIONS 
give advice on eliminating any floor 
treatment, maintenance or sanitation 
problem. 


Cb-9 Floor Maintenance 
Ea-41 Building Maintenance 


» ad 











Mahoning County, Ohio, in 
Mass X-Ray Survey Program 


» ; A mass x-ray survey program for 
* tuberculosis was begun recently 

in Mahoning County, Ohio. The 
project is expected to develop into 
annual x-ray examinations for ev- 
ery child and adult in the county, 
which includes Youngstown and 13 
suburban communities. 

Infected persons will be instruct- 
ed to see either their family physi- 
cian or a county medical society 
physician. ‘Those unable to afford 
treatment will be cared for by med- 
ical personnel at Mahoning Sani- 
tarium. 


Send for the Free NEW Hillyard 
“Floor Job Specifications,” full of 

real information on proper Floor rece _ moun smut 
Maintenance and Sanitation. Write tHe 


for your FREE copy today. a ew 


ovieeuiom 
WILLYARO CHEMICAL COMPANY 
81 JOBE I 4, nt 


THE HILLYARD CO 


eesDISTRIBUTORS HILLYARD CHEMICAL CO,... ST. JOSEPH. MO.... 
370 TURK ST., SAN FRANCISCO, CALIF. 1947 BROADWAY, NEW YORK, N.Y. 
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| HORCO HOSPITAL SHEETIN 
3 FIVE WAYS Sec¢er / 


Getler... in QUALITY 


You can trust Horco Sheetings . . . produced to meet the most rigid 
f hospital requirements . . . made by Hodgman to uphold an enduring 
reputation for excellence in construction and performance. 


l 
if HORCO . 
y | Geller. . . tor PROTECTION 


You can depend on Horco Sheetings for superior protective features 
yf developed by expert skill and diligent research to withstand harmful 
agents and rough treatment for long periods. 


Getler .. . for DURABILITY 


t &§ Sturdy construction and careful workmanship enable Horco Sheetings 
to resist successfully the wear and tear of much handling and cleaning 
which so quickly deteriorates inferior sheetings. 


Geller... tor COMFORT 


You can rely on Horco Sheetings to afford the patient ease of move- 
ment and freedom from undue chafing and irritation. 


HORCO 
Geller. . . tor ECONOMY 


All the extra features found in Horco Sheetings add up to better serv- 
ice — more service — longer service. Where quality and performance 
, are prime requisites, Horco Sheetings are overwhelmingly preferred 
by many hospitals throughout the country. 


HODGMAN RUBBER COMPANY 


FRAMINGHAM, MASSACHUSETTS 
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Outline of Final 
Report on Hospital 
Survey Approved 


A detailed outline of a forthcom- 
ing comprehensive report by the 
Commission on Hospital Care was 
approved at a meeting of the com- 
mission April 4 and 5 in Philadel- 
phia. 

To be presented publicly at the 
American Hospital Association con- 
vention in the fall, the report will 
be organized in several sections. In- 
fluence and trends in administrative 
relationships and patterns or organ- 
ization underlying future develop- 
ments of hospital service will be 
discussed in detail, physical service 
and financial aspects of existing hos- 
pitals will be analyzed and estimates 
for additional facilities based on 
factors affecting size, use and loca- 
tion of hospitals necessary to serve 
the public needs adequately will 
be made. 

The report will carry suggestions 
for greater integration of hospital 
service. Also included will be back- 
ground material on the historical 
development of hospitals, methods 
of financing care, legal status of 
hospitals and interrelationships of 
hospitals with voluntary and gov- 
ernmental agencies. It is expected 
that the report will be ready for 
printing about October 1, and com- 
pleted for distribution on January 
1. 

A method for estimating hospital 
bed need, based on deaths in hospi- 
tals, was presented at the meeting 
and approved as a means for esti- 
mating facilities necessary to serve 
the public need more adequately. 
Commission members analyzed and 
drafted recommendations concern- 
ing policy problems on various as- 
pects of hospital administration and 
methods, and discussed ways for 
oencing hospital care. 

Dr. A. C. Bachmeyer, director of 
study for the commission, reported 
that 36 states now are in the process 
of making detailed hospital studies 
according to the method of survey 
outlined by the commission. 





++ 


New Building Planned 


The Stratford General Hospital 
Trust has announced plans - for 
erection of a new building to re- 
lieve congestion in the Stratford 
(Ont.) General Hospital. 
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CURRENT LISTING OF NEW MEMBERS | 








INSTITUTIONAL MEMBERS 


CALIFORNIA 
Lynwood—St. Francis Hospital 
Van Nuys—Valley Hospital of Van Nuys 
DELAWARE 
Dover—Kent General Hospital, Inc. 
DISTRICT OF COLUMBIA 
Washington, D. C.—Episcopal coded Ear, 
and Throat Hospital 


IDAHO 
Wendell—St. Valentine’s Hospital 


ILLINOIS 
Chicago—Chicago Intensive Treatment 
Center 
Chicago—Salvation Army Booth Me- 
morial Hospital 


IOWA 
Estherville—Holy Family Hospital 
KENTUCKY 
Harlan—Harlan Hospital Association 
NEBRASKA 


North Platte—North Platte Memorial 
Hospital 
NEW MEXICO ; 
Embudo—Embudo Presbyterian Hospi- 
tal 


NEW YORK 
Westfield—Westfield Memorial Hospital 
PENNSYLVANIA 

Altoona—Altoona Hospital 


——— Haven for Convales- 
Pitteburgh—St. John’s General Hospital 


TENNESSEE 
Oakville—Oakville Memorial 
rium 


Sanato- 


WASHINGTON 
Snoqualmie Falls —Snoqualmie Falls 
Hospital 
Vancouver—St. Joseph Hospital 


WEST VIRGINIA 
South Charleston—Herbert J. Thomas 
Memorial Hospital 


HAWAII 
Honolulu—Shriners’ Hospitals for Crip- 
pled Children 


FOREIGN 
Caracas, Venezuela—Centro Medico 
Madrid, ’Spain—Caja Nacional de Seguro 
de Enfermedad 
Bombay, India—Sir Hurkisondas Nur- 
rotamdas Hospital 


PERSONAL MEMBERS 


Abbott,. Doris A., R.N., Supt. Redington 
Mem. Hosp., Skowhegan, Maine 

Anderson, Gordon, Trustee, Miles Mem. 
Hosp., Damariscotta, Maine 

Beck, Paul R., Trustee, Butler Co. Mem. 
Hosp., Butler, Pa. 

Boncampagne, Madam Margaret, Trus- 
tee, Mt. Desert Island Hosp., Bar Har- 
bor, Maine 

Bone, James H., Asst. Dir. Clinics, Univ. 
of Ill. Hosps., Chicago 

Bork, Ralph George, Bus. Megr., St. 
Mary’s Hosp., Evansville, Ind. 

Brown, Norah E., Dir. of Nrs., Heaton 
Hosp., Montpelier, Vt. 

Brunelle, Sister, Acting Supt., 
Allen Hosp., Winooski, Vt. 

Byrd, J. C., Asst. Admin., S. Baptist 
Hosp., New Orleans, La. 

Callahan, Mary, Supt., Wentworth Hosp., 
Dover, N. H. 

Cates, Fred Wm., Auditor, St. Luke’s 
Hosp., St. Louis 

Chapman, E. J., M.D., Vice- ra Green- 
ville Hosp., Jersey’ City, N. J. 

Cheeva, Rev. George, Trustee, Miles 
Mem. Hosp., Damariscotta, Maine 

Chittick, R. A., M.D., —_, Vermont 

~~ ee Hosp., Waterbury, V 

Clat M.D., Pres., Cetatates (La.) 
Pet Bat hy 

Cole, Paul Murphy, Student, 1445 E. 67th 
St., Chicago 

Coppinger, H.,:M.D., Supt., 
(Can.) General Hospital 

Dane, Mrs. Eunice, Trustee, Mt. Desert 
Island Hosp., Bar Harbor, Maine 

De la Camara, Dr. J. P., Supt., Caja 
Nacional de Seguro de Enfermedad, 
Madrid, Spain 


Fanny 


Winnipeg 











De la Quintana, Dr. P., Sub-Dir., Caja 
Nacional de Seguro de Enfermedad, 
Madrid, Spain : 

Dirigeau, Mrs. Hertha, Night Super 
Greenville Hosp., Jersey City, N. J. 

Dodge, L. A., Trustee, Miles Mem. Hosp., 
Damariscotta, Maine 

Dow, Harry A., Asst. Supt., 
Incurables, Bronx, y 

Dunton, Lucy A., Supt., St. Albans (Vi.) 
Hospital 

Fagan, Lawrence A., Supt., Hartford 
(Conn.) Mun. Hospital 

Ferry, Mary M., R.N., Supt., Heaton 
Hosp., Montpelier, Vt. 

Finke, Charles H., M.D., a Green- 
ville Hosp., Jersey City, N 

Fisk, E. F. Cc, Asst. Admin., C. Ww. Long 
Mem. Hosp., Atlanta, Ga. 

Fox, James CG. cei Asst. Med. Supt., 
Hartford (Conn.) Hospital 

Gallagher, Judge Ralph, Trustee, Miles 
Mem. Hosp., Damariscotta, Maine 

Haythorn, Frank C., Bus. Mgr., Health- 
win Hosp., South Bend, Ind. 

Hocking, Richard R., Admin. 
Evanston (Ill.) Hospital 

Huntly, Mabel F., Dir. Sch. of Nrs., M. 
Fletcher Hosp., Burlington, Vt. 

Huston, G., Trustee, Miles Mem. Hosp., 
Damariscotta, Maine 

Kellett, Major Thomas R., Dir., The Os- 
wego (N. Y.) Hospital 

King, John M., Admin., Newark (Ohio) 
Hospital 

Kurtz, George S., Trustee, Butler (Pa.) 
Co. Hospital 

Lamer, Wesby G., Supt. Coffey Me- 
morial Hosp., Portland, Ore. 

Lewis, B. L., R.N., Supt. of Nrs., Me- 
morial Hosp. Brattleboro, Vt. 

Littauer, David, M.D., Med. Dir., Me- 
norah ’Hosp., Kansas City, Mo. 

Lopez, Eugene, - Admin., Univ. of 
Ill. Hosps., Chicagz 

Mack, John’ P., ere -Pres., American 
City Bureau, Chicago 

Marks, Mrs. K. B., Dir., a Dept., 
St. Joseph's Inf., Atlanta, a. 

Masterman, Ralph C., Trustee, Mt. 
Desert Island Hosp., Bar Harbor, 
Maine 

McCann, Mary T., Hosp., 
Dept. of Health, Boston 

McCarren, C. R., Trustee, Butler (Pa.) 
Co. Hospital 

McCoy, Lois D., Pers. Dir., Mass. Gen. 
Hosp., Boston 

McCully, Hertha, Hskp. Dir., Shadyside 
Hosp., Pittsburgh 

Mildred, Sister M., Supt., Our Lady of 
Lourdes Hosp., Pasco, Wash. 

Miles, Mrs. I. R., Pres., Miles Mem. 
Hosp., Damariscotta, Maine 

Montgomery, W. T., Treas., St. T. B. 
Sanatorium, Alto, Ga. 

Morris, Mrs. Mary A., Supt., Miles Mem. 
Hosp., Damariscotta, Maine 

Mulford, John, Corporator, Woman's 
Med. College, Philadelphia 

Nixon, Simeon, Treas., Butler (Pa.) Co. 
Hospital 

Parker, George L., M.D., Supt., 
ville Hospital, Norfolk, Mass. 

Patrice, Sister Mary, Dir. of Nrs., St. 
Joseph’s Inf., Atlanta, Ga. 

Payne, Lawrence, Admin., Baylor Univ. 
Hosp., Dallas, Texas 
Pierce, L. R. Vice-Pres., Miles Mem. 

Hosp., Damariscotta, Maine 

Power, Katheryn H., Pub. Rel. Dir., 
Shadyside Hosp., Pittsburgh 

Ritts, Elias, Pres., Butler (Pa.) Co. Hos- 
pital 

Rose de Lima, Sister M., Trustee, St. 
Joseph’s Inf., Atlanta, Ga. 

Rudolph, Charles W., M.D., Supt., Hosp. 
for the T.B., Kearney, Nebr. 

Rudovick, S. Anna, Asst. Secr., Somerset 
Hosp., Somerville, N. J. 

Sangani, P. R., M.D., Supt., Sir Hurki- 
sondas Hosp., Bombay, India 


Home for 


Intern, 


Inspector, St. 


Pond- 


Sherburne, John C., Trustee, Gifford 
Mem. Hosp., Randolph, Vt. 
Sherrill, Mrs. A. C., Admin., Citizens 


Hospital, Barberton, Ohio 

Smith, Mrs. Lois E., Seer. to Supt., St. 
Joseph’s Inf., Atlanta, Ga. 

Starks, Lloyd 'W., Controller, Middle- 
sex Hosp., Middletown, Conn. 

Stetson, Marion, Trustee, Miles Mem. 
Hosp., Damariscotta, Maine 

Tubergen, Harry F. "Admin., Bethany 
Hosp., Kansas City, Mo. 

Walker, Mildred, Seabutiant, Children’s 
Bureau, Washington, D Cc. 

Whaley, Louise R., Exec.-Housekeeper, 
Mt. Sinai Hospital, Baltimore, Md. 
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Intensive recruitment of student 
nurses is still considered necessary 
if schools are to keep pace with the 
increasing demand for nursing per- 
sonnel. 

A recent survey by the Council 
on Professional Practice fixes the 
classroom need at 43,000. This cor- 
responds with the goal of 40,000 
students for fall classes set by the 
Committee on Careers in Nursing 
—formerly the National Nurse Re- 
cruitment Committee—of the Na- 
tional Nursing Council. 

Hospitals with schools of nursing 
anticipate difficulty in filling class 
quotas, according to survey figures. 
More than 70 per cent of the fall 
classes are still unfilled, with 70 
per cent of the schools expecting 
difficulty in filling them. 


Analysis of 965 of the question- 
naires in April showed that 87 per 
cent of the hospitals reporting 
would employ more nurses at this 
time. Compared to a similar survey 
last October, 32 per cent of the 
hospitals acutely short then are 
more seriously in need of nurses 
now. Thirty per cent of the group 
are less in need of nursing person- 
nel currently. 


MEN AND WOMEN: The Com- 
mittee on Careers, meeting in New 
York City April 1 and 2, agreed on 
a list of six purposes in an effort to 
stimulate recruitment of men and 
women students. 

In presenting the purposes the 
committee declared that while plan- 
ning of long range problems was 
part of its duty the immediate fu- 
ture calls for dealing with an emer- 
gency situation caused by the con- 
tinuing nurse shortages in many 
areas. 

Purposes listed by the committee 
are: To enroll 40,000 new students 
in basic professional courses dur- 
ing the school year beginning July 
1; to enroll graduate nurses in ad- 
vanced professional courses; to en- 
roll students in approved practical 
nurse courses; to stimulate the in- 
terest of college students in nurs- 
ing as a career; to help the pub- 
lic understand that improvement 
in nursing educational programs 
brings improvements in nursing 
service; to encourage nonprofes- 
sional participation in enrollment 
activities. 

Che committee, which elected 
Edith H. Smith, dean of the Syra- 
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SURVEY SHOWS NEED OF RECRUITING | 
BOTH GRADUATE AND STUDENT NURSES 





BLUE CROSS PASSES 
21,000,000 MARK 


C. Rufus Rorem, director of the 
Commission on Hospital Care, an- 
nounced an enrollment of 21,500- 
000 Blue Cross members nationally 
when he testified at a Senate La- 
bor Committee hearing on the 
Murray-Wagner-Dingell Bill April 
22. 

This figure represents the largest 
quarterly enrollment in Blue Cross 
history, Dr. Rorem said. First quar- 
ter gains, as of April 1, were 1,370,- 
053 members. 














| cuse University School of Nursing, 


as its chairman, indicated its ap- 
proval of radio publicity directed 
at student recruitment. 


MORE RADIO: A desire for such 
publicity was expressed by hospi- 
tals answering the questionnaire 
distributed by the Council on Pro- 
fessional Practice. A “Help for Hos- 
pitals’ national radio publicity 
campaign, emphasizing student re- 
cruitment, was requested by 78 per 
cent of the hospitals with schools 
of nursing. About half of all hos- 
pitals reporting asked for a cam- 
paign for graduate nurses. 

Because of the definite need 
shown for such a campaign the Ad- 





vertising Council has allocated the 
week of May 6 to a “Help for 
Hospitals” drive devoted to student 
recruitment. The campaign, which 
reaches an estimated 75,000,000 ra- 
dio listeners, is sponsored jointly by 
the Advertising Council and the 
U. S. Public Health Service. 

Plans for supplementing the na- 
tional radio time with local pro- 
grams where needed are being 
worked out by the Committee on 
Careers in Nursing. 

As a further aid in publicizing 
the need for student nurses, the 
Nursing Information Bureau, which 
is represented on the Committee on 
Careers, is preparing a leaflet on 
basic professional nursing which 
should be available early this 
month. The leaflet will be supple- 
mented by a new edition of the 
bureau’s pamphlet, “Educational 
Funds.” 





Problem Discussion Held 
By Indiana Administrators 


A discussion of institutional 
problems was held recently by more 
than 100 Indiana hospital adminis- 
trators. Under the sponsorship of 
the state association, the meeting, 
held in Indianapolis, was led by 
Sister Mary Reginald, R.N., admin- 
istrator of Mount Mercy Sanitar- 
ium, Dyer, who is the association 
president. 





New England Assembly Officers Confer 






RECENTLY ELECTED Officers of the 
New England Hospital Assembly dis- 
cuss the assembly’s printed conven- 
tion program, held by Donald S. 
Smith, president. In the group are 
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Paul J. Spencer, secretary, Mr. Smith, 
Rev. Donald A. McGowan, vice pres- 
ident and Lester E. Richwagen, treas- 
urer. They were elected at a meeting 
in Boston March 11-13. 
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STATISTICS ON HOSPITALS REPORTED 
BY AMERICAN MEDICAL ASSOCIATION 


Nongovernmental hospital ad- 
missions rose 366,661 from 1944 to 
1945, according to the American 
Medical Association annual survey 
of hospital service, reported in the 
Journal for April 20. For 1945 the 
total was 9,858,289; for 1944 it was 
9,491,628. 

Governmental hospital admis- 
sions, on the other hand, dropped 
146,107—from 6,545,220 to 6,399,113. 
Bed capacity in nongovernmental 
hospitals was 382,226 for 1945, an 
increase of 4,559. Governmental 
hospitals follow the same trend 
with a 4,440 increase. Governmental 
hospitals list 1,356,718 beds in 1945 
and 1,352,278 in 1944. 

Net increase in 1945 bed capacity 
was 8,999. This is below the annual 
average (1909-1940) of 26,000, and 
far below such wartime increases as 
80,691 for 1944 and 265,427 for 
1948. ais 

The greatest rise in bed capacity 

is reported by general hospitals in 
the nongovernmental group. Fig- 
ures rose from 314,814 to 321,283. 
General hospitals provide 53 per 
cent of all beds in nongovernmental 
service. 
» Nongovernmental hospitals show 
a slight but steady increase in oc- 
cupancy over the last three years. 
In 1945 occupancy was 76 per cent; 
in 1944 it was 75 per cent; in 1943 
it was 72.7. 

Governmental occupancy figures 
show a rise over the 1944 percent- 
age, but still do not reach the 1943 
figure of 84.5 per cent. In 1945 it 
was 82.1 per cent; in 1944 it was 


75.1. 

» Average length of stay in all non- 
profit general hospitals has _re- 
mained the same for the last three 
years—g.8 days. 

In governmental general hospi- 
tals the length of stay was 26.2 
days, as compared to 20.3 days in 
1944 and 29.0 days in 1943. 

» Schools of nursing reported a 
student enrollment of 130,909 for 
1945. This figure is slightly higher 
than the 1944 enrollment of 129,879, 
and represents an increase of 19,657 
over the 1943 enrollment of 110,222. 

There were 1,250 accredited 
schools of nursing listed for 1945. 
Although the number of students 
has risen, the number of schools has 
dropped since 1944 when a figure 
of 1,435 was reported. The. 1945 
figure also is lower than the 1,411 
schools listed for 1943. 
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SUMMARY OF HOSPITAL 
DATA 1944-1945 

All Registered Hospitals 1944 1945 
6,611 

Bed Capacity 1,729,945 

Bassinets 80,791 

Patients Admitted 16,036,848 

1,919,976 


6,511 
1,738,944 
83,131 
16,257,402 
1,969,667 


1,299,474 1,405,247 
475:607,484 512,915,155 


Average Daily 


Patient Days 


General Hospitals 


4,744 
922,549 
78.919 
15,228,270 
1,907,772 


Bed Capacity 
Bassinets 
Patients Admitted 15,060,403 
1,856,650 
Average Daily 
665,105 
242,763,325 


570,331 

Patient Days 208,741,146 
Hospitals not 

registered 
(capacity) 
Hospitals apply- 

ing for regis- 

tration 


» A total of 68,902 full time nurses 
were listed for 1945, which is 12,136 
more than the 1944 figure of 56,766. 
The 1945 figure of 11,826 part time 
nurses represents an increase of 
3,871 over the 7,955 shown for 1944. 
» Full time technical personnel in 
all hospitals shows an increase over 
1944 figures in two-thirds of the 
personnel classifications. 

Workers who were more numer- 
ous in 1945 are laboratory techni- 
cians, dietitians, physical therapists, 
medical stenographers, occupational 
therapists and nurse anesthetists. 
Decreases in personnel have been 


reported for x-ray technicians, phar- | 


macists and medical record librar- 
ians. 
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Medical Center for Care 
Of Children Announced 


A medical center exclusively for 
children was announced by Chil- 
dren’s Hospital, Boston, on April 
13. The center, which will use Chil- 
dren’s Hospital as a nucleus, is said 
to be the first such project to be 
developed. 

The Boston center will have affil- 
iated hospitals throughout the 
county to provide aid for any child 


in need of service, according to~ 


present plans. 





Council Proceeds 
To Study Principles 
Of Reimbursemen: 


The effort to establish a generally 
acceptable basis for the reimburse- 
ment of hospitals by Blue Cross 
plans made further progress in 
April with a meeting of the Coun- 
cil on Administrative Practice at 
which a set of principles was dra(t- 
ed after two days of discussion. 

A special committee under this 
council had set out last September 
5 to outline a detailed formula for 
figuring reimbursable costs. At a 
meeting in Washington January 11- 
12, the council and special commit- 
tee drew up such a formula and sub- 
mitted it to the Committee on Co- 
ordination of Activities, which re- 
turned the project for further study. 

Meeting again in Chicago, April 
12-13, the council and committee 
discussed principles rather than an 
operating formula. The resulting 
statement of principles has been 
submitted to all who took part in 
the discussion for individual study. 
When written recommendations 
have come in, a revised statement 
will be prepared for consideration 
by the council May 4-5, and the 
recommendations coming from this 
meeting will go to the coordinating 
committee June 7-8. 

Attending the April meeeting 
were Council Chairman Guy J. 
Clark, Members Nellie Gorgas, 
Charles G. Roswell, Dr. Anthony 
J. J. Rourke, James W. Stephan, 
and William S. McNary, Blue Cross 
liaison members; John R. Mannix, 
E. W. Jones and Kenneth William- 
son as members of the special com- 
mittee; C. Rufus Rorem and George 
Bugbee 





West Coast Medical Center 
Planned by Seattle Hospital 


First step in the development of 
a proposed $3,000,000 medical cen- 
ter, to be built in connection with 
Mt. Zion Hospital, Seattle, was tak- 
en when the hospital purchased 
additional land on March 15. 

The new property will be used 
as the site of an eight-story addition 
to the hospital. The projected 
building will increase bed capacity 
of Mt. Zion from 163 to 350 accord: 
ing to Dr. J. A. Katzive, director. 
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CONTRACT PROGRAM FOR VETERAN CARE 
ADVANCES SLOWLY ON SEVERAL FRONTS 


A contract arrangement whereby | 


the Veterans Administration can 
purchase care in non-veteran hos- 
pitals takes shape slowly as a num- 
ber of procedural knots are untied 
in a number of places. As of April 
ig no veteran had yet been hospi- 
talized under the proposed contract, 


but in both Michigan and North, 


Carolina the first such admission 
was thought to be only days away. 

It has turned out to be a consid- 
erable distance between the open- 
ing of negotiations and operation 
under contract. First the Veterans 
Administration must find an inter- 
mediary agency in each state that 
represents all organizations con- 
cerned with the program and han- 
dles all fiscal matters. Before this 
agency can sign the necessary mas- 
ter contract, it must have in hand 
a schedule of medical and surgical 
fees approved by the medical pro- 
fession. ‘The intermediary then 
must sign subcontracts with in- 
dividual hospitals — governmental, 
nonprofit and proprietary. Finally 
the professional qualifications of 
each hospital must be approved by 
the Veterans Administration before 
a patient may be admitted under 
terms of master and subcontracts. 

A sample of the complications: 
Michigan Hospital Service (Blue 
Cross) and Michigan Medical Serv- 
ice were first to sign a master con- 
tract. On second thought, the med- 
ical profession wanted amendments 
to clarify phrases dealing with the 
distinction between hospital and 
medical services. While this delayed 
the start of hospitalization, the med- 
ical care program went into effect 
April 1. At last report more than 75 
per cent of Michigan’s physicians 
had registered. Veterans with serv- 
ice-connected disabilities, not re- 
quiring hospitalization, were re- 
ceiving medical care from their own 
physicians, with such authoriza- 
tions running beyond 400 a day, 
according to Harold Lichty, direc- 
tor of Michigan Hospital Service. 

As negotiations spread, Blue 
Cross organizations remained the 
dominant though not exclusive in- 
termediary. Some exceptions: The 
Oregon Association of Hospitals, 
California Association of Hospitals 
(concerning hospital rates). Pend- 
ing amendment of the enabling law 
in New Jersey, it is expected that a 
medical organization will handle all 
contracts. 
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Dr. Smith Leaves Post 


Dr. Edwin L. Crosby (left), new di- 
rector of Johns Hopkins Hospital, 
Baltimore, has a farewell word with 
Dr. Winford H. Smith, who retired 
April 1 after 35 years as hospital di- 
rector. Dr. Crosby assumed his new 
position after almost six years as Dr. 
Smith’s assistant. 





In North Carolina, the Hospital 
Saving Association (Blue Cross) was 
signing individual hospitals to sub- 
contracts late in April, as was the 
Kansas Hospital Service Corpora- 
tion. Veterans Administration rec- 
ords showed that the signing of mas- 
ter contracts awaited schedules of 
medical and surgical fees in the fol- 
lowing states: Massachusetts, Maine, 
New York, Missouri, Virginia, ‘Ten- 
nessee, Colorado, Illinois, Arizona, 
Minnesota, New Hampshire-Ver- 
mont. 

Hospital beds, especially for long- 
term care, were badly needed. Dr. 
Paul R. Hawley reports 10,000 men 
and women still in military status 
because they cannot be discharged 
to the Veterans Administration un- 
til medical and hospital care is 
available. Among these patients, 
6,500 are tuberculous. 

More Facilities. The bed short- 
age exists, even though the Vet- 
erans Administration gained more 
than 5,700 beds in the month end- 
ing April 3. The Army turned over 
3,500 general, 400 tuberculosis and 
600 domiciliary beds. Five additions 
to existing veteran hospitals pro- 
duced 1,279 more—at Coatesville, 





Pa., Fort Custer, Mich., Chillicothe, 
O., Northampton, Mass., and Sher- 
idan, Wyo. Under construction 
were 26 projects, plans were com- 
plete on four, and sites selected for 
22. Additional projects numbering 
39 await congressional approval of 
the necessary $140,000,000. 





Little Relief Seen 
In Butter Shortage 


(From the Washington Service Bureau) 
In response to numerous reports 
of hospitals’ inability to purchase 
butter, the Washington Service 
Bureau has made inquiry in an at- 
tempt to locate information which 
might help in bringing relief. 

By press time only one step had 
been made to ease the situation. 
This was the announcement made 
late in April by Chester Bowles, 
director of OES, reinstating war- 
time restrictions on ice cream pro- 
duction and prohibiting production 
of whipping cream. The measure, 
which became effective May 1, is 
designed to divert butterfat into 
production of butter. Other aspects 
of the situation are: 

1. The Department of Agricul- 
ture reports butter production at 
two-thirds the level of the corre- 
sponding period last year. 

2. With the end of the war and 
food rationing that department 
does not believe it feasible to un- 
dertake to set aside any portion of 
the butter production for hospitals. 

3. An alternative is that the Of- 
fice of Price Administration might 
be asked to allow hospitals to pay 
one-half cent per pound above the 
established ceiling price. It is stated 
that the jobber’s profit is about 
two cents per pound. 

Whether this would induce a 
substantial diversion of butter from 
normal channels of trade to hospi- 
tals is unpredictable and no deci- 
sion has been reached. 


+ 


Food Management Institute 
Announced for Dietitians 


A food institute sponsored by the 
Massachusetts Dietetic Association 
and Simmons College, Boston, will 
be held June 6 to 8 at the college. 

To be devoted to problems of 
organization and management, the 
institute will be open to all inter- 
ested dietitians. 
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CONSTRUCTION BEGINS ON FIRST UNITS 
OF $100,000,000 TEXAS MEDICAL CENTER 


First units of the $100,000,000 
Texas medical center are now un- 
der construction. Located in Hous- 
ton, the project will bring together 
the combined efforts of tour uni- 
versities, 12 or more independent 
hospitals and several research in- 
stitutions. 

Schools participating in the pro- 
gram are: Baylor University, now 
building a $2,000,000 school of 
medicine to be completed in De- 
cember; the University of Texas, 
which has announced a $6,250,000 
building program at the center; the 
University of Houston, which will 





administer the central school of 
nursing, and Rice Institute, which 
will cooperate in research with 
other center units. 

Plans for operation of the center 
call for the participation of each 
hospital in education and research. 
Each hospital, while maintaining 
its separate identity and manage- 
ment, is committed to a unified 
teaching and research program as 
a member of the center. 

Hospitals included in the center, 
according to present plans, are: 
Hermann Hospital, which will en- 
large its present building and erect 





Provides all 9 desired requisites as a superior 
therapy in thermal, acid and caustic burns. 


Provides for mechanical exclusion of air at site of burn « Insures 


prompt relief of pain « Aids in abating burn shock « Bacteriostatic 
influence » Non-toxic effect » STIMULATES TISSUE REPAIR « Rapidly 
reduces inflammation and edema « Results in absence or marked 


reduction of scar tissue « Tends to shorten convalescent period. 


HYDROSULPHOSOL is a true solution of sulfur 
bearing compounds resulting solely from the reduc- 
tion of flowers of sulfur by a catalytic process. In 


| HYDRosULPHOSoL 


OINTMENT 


aqueous solution, it is capable of rapidly releasing 
its high concentration of sulfhydryl ion (-SH radical) 
in such form as can be effectively utilizéd by the 
body in the synthesis of sulfur-containing amino 


acids... functionally active in cell stimulation and 
directly related to tissue respiration and repair. 


Unlike the sulfa group and many other sulfur com- 
pounds, Hydrosulphosol is non-toxic when adminis- 
tered orally or topically applied in heavy concentra- 
tions, and will not result in damage to liver and 


AVAILABLE FORMS 
AQUEOUS SOLUTION: 
Bottles of 8, 4 and 

1 fluid ounce. 
OINTMENT: 
Jars of 1 Ib. and 1 oz. 


« 
ORDER TODAY through your 
surgical or hospital supplier. 


kidney function, 


Reprints of scientific papers by authoritative 


investigators available on request. 


Distributed by 


REES-DAVIS DRUGS, INC. 
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a professional building for doctois 
and dentists practicing in the cen- 
ter, an affiliated urological hospi- 
tal, a children’s hospital, a psycho- 
somatic pavilion and a maternity 
pavilion; the M. D. Anderson Hos- 
pital for Cancer Research, to le 
used for clinical and fundament:l 
research and treatment; the Meth- 
odist Hospital, which plans a new 
building; St. Luke’s Episcopal Hos- 
pital, to be constructed; and a 
tuberculosis hospital. 

Still in the tentative stage are a 
Marine Hospital, a convalescent 
hospital and a hospital for chronic 
diseases and the aged. The U. S. 
Naval Hospital, located two blocks 
from the center, will cooperate in 
the project as will the Veterans 
Hospital at Houston. 

Total number of beds to be sup- 
plied through the overall program 
are well over 2,500. Hospitals lo- 
cated elsewhere in Houston which 
have made offers of close coopera- 
tion with the center will add an 
additional 1,700 beds to the total. 

University of Texas units which 
will participate in the program are: 
The Anderson cancer research hos- 
pital, the school of dentistry, the 
college of dental nursing, the in- 
stitute of orthodontics, the post- 
graduate and graduate school of 
dentistry and stomatology. 

Other University of Texas activi- 
ties include preceptorial training 
for undergraduate medical sudents 
who will have use of all hospital 
facilities of the center; a graduate 
and postgraduate medical school; 
public health school with training 
courses for all public health work- 
ers and the institute of geographic 
medicine. 

Additional plans for the center 
call for establishment of an insti- 
tute of biological and pathological 
research and the operation of a 
central medical and _ diagnostic 
clinic covering the admission, ex- 
amination, diagnosis and distribu- 
tion of all indigent patients ad- 
mitted to the center. 

The Houston Academy of Medi- 
cine has made plans for a medical 
library and a training school for 
graduate librarians. ‘Through co- 
operation of the Baruch Founda- 
tion for Physical Medicine, it is 
expected that facilities will be pro- 
vided for rehabilitation of postwar 
and industrial injuries. 

Numerous other plans for future 
additions to the center are still 
being discussed and will be an- 
nounced later, according to Dr. E. 
W. Bertner, president of the center. 
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Microfilming case histories reduces 
storage needs to 1%. minus. 








Picture of Remington Rand 
“building” extra Hospital Rooms 


No sawing, no hammering, no hard- 
to-get building materials... just the 
steady, quiet feeding of one case 
history after another into the Film- 
a-record machine “creates” new 
office space or revenue area! 
Remington Rand does the whole 
job of reducing your medical records 


file to 1% of its former size. Our Hos- 
pital Film-a-record Contract Service 
assumes the details of photography, 
checking and safe-handling. Trained 
technicians and operators complete 
the task with accurate indexing and 
arrangement of the film rolls in the 
new file. 








. Photo Records 
Division, Room 1630 
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This service offers the hospital ad- 
vantages above and beyond the re- 
claiming of needed floor area. 

Microfilmed case histories may be 
conveniently filed at the point of 
use. They are readily available for 
reference on the portable Film-a- 
record reader. 

Being on film they are permanent 
records, photographically accurate, 
and safe from tampering or misfiling. 

And the final convenience .. . 
printed copies in full original size can 
be made quickly on the Reader 
where they are required. 

The real economy of microfilming 

is such that you will find this a 
highly practical program. 
“160 to 1” is the name of a fascin- 
ating new booklet that shows what 
is being accomplished with this 
modern technique. Let us send you 
a copy. 


315 Fourth Avenue, 
New York 10, N. Y 








TRI-STATE ASSEMBLY HOLDS SIXTEENTH 
ANNUAL MEETING IN CHICAGO MAY 1-3 


Administrators, physicians, nurs- 
es, dietitians and representatives of 
25 other hospital personnel classi- 
fications from Illinois, Indiana, 
Michigan and Wisconsin were 
scheduled to attend the sixteenth 
annual Tri-State Hospital Assem- 
bly at the Palmer House, Chicago, 
May 1-3. 

The 29 sections of the assembly 
had planned a total of 50 meetings 
for the three afternoons. Among 





them were a trustees’ institute 
scheduled for every afternoon un- 
der the chairmanship of Graham L. 
Davis, hospital director of the Kel- 
logg Foundation, Battle Creek, 
Mich. 

Other meetings on the program 
included three morning general 
assemblies, a forum on Wednesday 
evening, a banquet on Thursday 
evening and an open information 
quiz session on Friday afternoon. 
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How are Cities Measured ? 


Some cities are measured by size, some 
by peculiar industries, some by the 


distinction of one institution, such as 


the Mayo Clinic. 


But there is one 


way a city measures itself—by the 
ability to care for its sick; by the con- 


fidence placed in its hospitals. 
Hospitals serve the most immediate 
and vital needs of a community—the 
need for health; the desire to escape 
death. These two motives justify the 


Dr. Peter D. Ward, administr:- 
tor of Charles T. Miller Hospita|, 
St. Paul, and president of the Ame:- 
ican Hospital Association, wis 
scheduled to discuss “Problems Coi- 
fronting Hospitals” at the Wedn«c:s- 
day forum. “The Hospital as an 
Educational Institution” was to be 
the subject of the banquet speaker, 
Dr. S. A. Hamrin, professor of edi:- 
cation, Northwestern University. 

Program speakers included: Dr. 
Arthur C. Bachmeyer, Nellie G. 
Brown, Dr. Roland Cross, John Man- 
nix, Leo M. Lyons, Edna Nicholson, 
Dr. Norvin C. Kiefer, Dr. John B. 
Pastore, James A. Hamilton, Dr. 
Charles E. Prall, Joseph W. Towle, 
Homer B. Wickenden and Dr. Robin 
C. Buerki. 
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Architects Help in Survey 
of Construction Conditions 

The 17 architect members of the 
American Hospital Association 
who cooperated in the survey on 
construction conditions and report- 
ed on page 40 of this issue are: 

Francis Bulfinch, Boston; Charles 
Butler, New York City; Thomas H. 
Creighton, New York City; Carl 
deMoll, Philadelphia; James R. 
Edmunds Jr., Baltimore; Carl A. 
Erikson, Chicago; H. Eldridge 
Hannaford, Cincinnati; W.P. John- 
son, Erie, Pa.; Arthur S. Keene, 
Kansas City, Mo. 

Joseph D. Leland, Boston; Luth- 
er H. Lewis, New York City; Rob- 
ert J. Reiley, New York City; Rich- 
ard Resler, Jersey City, N.J.; George 
Spearl, St. Louis; Edward Stotz, 
Pittsburgh; Perry W. Swern, Chi- 
cago, and Harold P. Van Arsdall, 
Cincinnati. 








present expansion and improvement of 
hospitals throughout the country. They 
provide the greatest assurance against 
two great fears. 

This organization shares with com- 
munity leaders the problem of financ- 
ing hospitals and brings to that task 
unequalled professional experience and 
direction. We help to move cherished 
plans into the realm of reality. 





Balance of 1946 
Committee Members 


Part of the list of approved com- 
mittee members for 1946 was pub- 
lished in Hosprrats, April issue, 
pages 132 and 134. Included there- 
in were committee members of the 
Council on Administrative Practice 
and some of the Council on Pro- 
fessional Practice appointees. The 
balance of the Council on Profes- 
sional Practice committees and 
those of other councils follow: 

Joint Committee of AHA and 

American Public Welfare Association 


Fred G. Carter, M.D., chairman, St. 
Luke’s Hospital, Cleveland; Rt. Rev. 
Monsignor John J. Bingham, Division 
Health and Hospitals, Catholic Char- 
ities of New York; Charles F. Wilin- 
sky, M.D.,-Beth Israel Hospital, Bos- 
MEMBER AMERICAN ASSOCIATION OF FUND RAISING COUNSEL ton; Stuart K. Hummell, Silver Cross 

Hospital, Joliet, Ill; Howard E. 


EAN ee Bishop, Robert Packer Hospital, 
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KETCHUM, INCORPORATED 


INSTITUTIONAL FINANCE CAMPAIGN DIRECTION 


KOPPERS BUILDING, PITTSBURGH 19, PENNSYLVANIA 


CARLTON G. KETCHUM, President NORMAN MacLEOD, Executive Vice President 


McCLEAN WORK, Vice President 
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1942 HOSPITAL BED 


with Mt. Sinai Adjustable Bottom 
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The Hall 1942 Bed, for years popular in 
private rooms and wards, is of strong lastingly 
rigid construction, enduringly comfortable and 
dependable for continuous long-time service. 


FRANK A. HALL & SONS 


Beds Built Especially for Hospitals 


GENERAL OFFICE—120 Baxter St., New York 13, N. Y. 
SHOWROOMS—200 Madison Ave., New York 16, N. Y. 

















| Better adapted for office and emergency use 


Speed of application... conveni- 
ence of removal . . . economy, 
characterize this superior wound 
clip of finest non-corrosive nickel 
silver. 


Proper angulation and regis- 
tered alignment of teeth allow 
them to penetrate only the super- 
ficial skin so that they approxi- 
mate the wound margins with 
minimum pressure ... reduces the 
posibility of a pressure necrosis. 


Following the period of in situ, 
removal is facilitated by simply 
compressing the integral "spurs" 
with a Propper applying-removal 
forceps or other hemostat. Sera- 
ture Wound Clips may be steri- 
lized and used repeatedly... 
greater economy for budget- 
minded users. 


Your dealer can supply you 
PROPPER MANUFACTURING 
COMPANY 
10-34 44th Drive, Long Island City 1, 
New York 
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3 OUTSTANDING VALUES ! 


FOR PROMPT DELIVERY 
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“3 BIOLOGICAL REFRIGERATOR 
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Thermostat controls 
temperature upward 
from 38 degrees. 
Overall size: 35 x 
191/2"" x 181/"". Refrig- 
erated space includ. 
ing drawer assembly 
15° nie. 12° wide, 





Open storage 
space 6” x 13” 
x 12°. Ice tray 
cap. 15 cubes. 
Interior & ex- , 
terior: white i 
enamel finish. (7 











REYNOLD'S 
ALUMINUM CHAISE 


Built of heatreated aluminum al- 
loys . . has deep. helical steel 
springs and a colorful cotton-filled 
sailcloth pad. Adjustable 3 ways. 
Size of frame 6 ft. 2° x 27 ft. Big 
cluminum wheels. 








No. M. A. 3600 
$36.50 Each 
Lots of 12—$35.00 Ea. 
F.O.B. Whse. 


“AIRFLIGHT" CIRCULATOR ‘Gj 
SILENT EFFICIENT 


Volume of cool. 
invigorating air 
ae | circulates 
in directions. 
Precision-built AC 
motor . . smooth; 
quiet; trouble- 
free (5 year guar- 
antee.) Plastic 
louvres designed 
to give complete 
rotection. ht. 
4”, dia. o* 
Weight 15 Ibs. 


$42.35 
F.O.B. N. Y. 





Sous? SERVING INSTITUTIONS FOR 24 YEARS 


HAROLD 


SUPPLY CORPORATION 


\OO Fitth Avenue, New 
re OLS 















Sayre, Pa.; Michael M. Davis, M.D., 
Committee on Research in Medical 
Economics, New York City; J. Douglas 
Colman, Associated Hospital Service 
of Baltimore, and J. Russell Clark, 
Washington Service Bureau, Wash- 
ington, D.C. 


Model Licensure Law 


Charles F. Wilinsky, M.D., chair- 
man, Beth Israel Hospital, Boston; 
Vane M. Hoge, M.D., U.S. Public 
Health Service, States Relations Divi- 
sion; Arthur C. Bachmeyer, M.D., 
Commission on Hospital Care, Chi- 
cago; Arthur Calvin, Minnesota Hos- 
pital Service Assoc., Inc., ‘St. Paul; 
Edwin L. Crosby, M.D., Johns Hopkins 
Hospital, Baltimore; Graham Davis, 
Kellogg Foundation, Battle Creek, 
Mich.; J. Russell Clark and Hugo V. 
Hullerman, M.D., secretary, Council 
| Professional Practice, Chicago, ex 
Officio. 
























Representative to the Educational 
Board of the American Association 
of Medical Record Librarians 


Hugo V. Hullerman, M.D., secre- 
tary, Council on Professional Practice, 
Chicago. 


Representatives to the 
“Advisory Council on Medical Education” 


Robin C. Buerki, M.D., University 
Hospitals, University of Pennsylvania, 
Philadelphia; H. M. Coon, M.D., State 
of Wisconsin General Hospital, Madi- 
son, Wis., and R. H. Bishop, Jr., M.D., 
University of Cleveland Hospitals, 
Cleveland. 


Representative on Board of 
National Nursing Council 


Donald C. Smelzer, M.D., German- 
town Dispensary and Hospitals, Phila- 
delphia. 
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Representative to Postwar 
Planning Committee of American 
Medical Association 


Graham L. Davis, W. K. Kellogg 
Foundation, Battle Creek, Mich. 


Joint Committee with the American 
Association of Medical Social Worker: 


Wilson Knowlton, M.D., chairman, 
Boston Lying-in Hospital, Boston; k. 
H. Bishop, Jr., M.D., University hos- 
pitals of Cleveland, Cleveland; John 
B. Pastore, M.D., New York Hospital, 
New York City, and Lawrence Brad- 
ley, Strong Memorial Hospital, Ro- 
chester, N.Y. 


GOVERNMENT RELATIONS 


Government Purchase of Hospital 
Service 


Fred G. Carter, M.D., chairman, St. 
Luke’s Hospital, Cleveland; S. Hawley 
Armstrong, Hospital Association of 
Pennsylvania, Harrisburg; Rev. John 
J. Barrett, Catholic Hospitals, Arch- 
diocese of Chicago; Charles G. Ros- 
well, United Hospital Fund, New York 
City, and J. B. Norman, Greenville 
General Hospital, Greenville, S.C. 


Veterans Relations 


John H. Hayes, chairman, Lenox 
Hill Hospital, New York City; Arden 
E. Hardgrove, Norton Memorial In- 
firmary, Louiseville, Ky.; Rev. Donald 
A. McGowan, 75 Union Park Street, 
Boston; Carl Wright, Syracuse Gen- 
eral Hospital, Syracuse, N. Y.; Fred G. 
Carter, M.D., St. Luke’s Hospital, 
Cleveland, and Claude W. Munger, 
M.D,. St. Luke’s Hospital, New York 
City. 

Surplus Property 


Gerhard Hartman, chairman, New- 
ton-Wellesley Hospital, Newton Low- 
er Falls, Mass.; Warren W. Irwin, 
Strong Memorial Hospital, Rochester, 
N. Y.; Neal R. Johnson, Johns Hopkins 
Hospital, Baltimore; Harold T. Prent- 
zel, Friends Hospital, Philadelphia 
(Frankford), and Leon N. Hickernell, 
University Hospital, Augusta, Ga. 


ASSOCIATION RELATIONS 
Subdivisions of the Associations 


H. J. Mohler, chairman, Missouri 
Pacific Hospital, St. Louis; A. C. Sea- 
well, City and County Hospital, Fort 
Worth, Texas, and Harry C. Eader, 
Ohio Hospital Association, Columbus, 
Ohio. 

Membership 


W. E. Arnold, chairman, St. Luke’s 
Hospital, Jacksonville, Fla.; O. K. 
Fike, Miami Valley Hospital, Dayton, 
Ohio; W. A. Zimmerman, University 
of Oregon Medical Schools, Hospitals, 
and Clinics, Portland, Ore.; T. H. 
Haynes, Knoxville General Hospital, 
Knoxville, Tenn.; Irene F. McCabe, 
3617 Olive St., St. Louis, and Made- 
lyne Sturdavant, Texas Hospital As- 
sociation, Dallas. 


Organization of State Hospital Association 
as a Full Time Endeavor 


S. Hawley Armstrong, chairman, 
Hospital Association of Pennsylvania, 
Harrisburg; Carl Wright, General 
Hospital of Syracuse, Syracuse, N. Y.; 
Thomas F. Clark, Association of Cali- 
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PRICES 
REDUCED! 


NEW LOW COST MAKES CONTAL CLEARVIEW 
CANOPIES INEXPENSIVE... DISPOSABLE 


meee 





@ TRANSPARENT Patient can see and be 


seen, hear and be heard. Eliminates isolation. 


@ SANITARY Waterproof. Easy to keep 


clean. Can be washed in soap and water 
and even sterilized in hospital germicides. 


@ INEXPENSIVE Imagine, only $4.17 each 
in gross lots. Never before such low prices. 
$50.00 per dozen in gross lots. $54.00 per, 
dozen in 6 dozen lots. $60.00 per dozen in 
dozen lots. Less than 1 dozen $5.80 each. 


@ DISPOSABLE A+ these low prices, each 
patient can be issued a brand new oxygen 
tent — thus minimizing the possibility of con- 
tamination and cross infection. 


@ IMMEDIATE SHIPMENT for every 


type and kind of oxygen apparatus. Give 
make and model when ordering. Assorted 
models supplied on quantity orders. 


@ CONTAL TRANSPARENT 


WATERPROOF SHEETING 50c per 
yard in 48” width, less 10% in 50 yard bolts, 
less 20% in 600 to 800 yard random length 
bolts. Send for free samples now. 








CONTINENTAL HOSPITAL SERVICE, INC. 


18636 DETROIT AVENUE CLEVELAND 7, OHIO 
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fornia Hospitals, 870 Market St., San 
Francisco, and Kenneth Williamson, 
secretary, Council on Association Re- 
lations, Chicago. 


Bacon Library 


O. G. Pratt, chairman, Salem Hos- 
pital, Salem, Mass.; Robert Neff, 
Methodist Hospital, Indianapolis, Ind.; 
Edgar C. Hayhow, Ph.D., Paterson 
General Hospital, Paterson, N. J.; 
William L. Wilson, George F. Geis- 
inger Memorial Hospital, Danville, 
Pa., and Ada Belle McCleery, R.N., 
217 South First Street, Geneva, II. 


Manual for “Organizing and Conducting 
Hospital Meetings” 


A. F. Branton, M.D., chairman, 
Baroness Erlanger Hospital, Chatta- 
nooga, Tenn.; Thomas F. Clark, Asso- 
ciation of California Hospitals, San 





Francisco; S. Hawley Armstrong, Hos- 
pital Association of Pennsylvania, 
Harrisburg, Pa.; M. T. MacEachern, 
M.D., American College of Surgeons, 
Chicago, and Kenneth Williamson, 
Council Secretary. 


HOSPITAL PLANNING AND PLANT 
OPERATION 


Hospital Architects Qualifications 


Albert W. Snoke, M.D., chairman; 
Strong Memorial Hospital, Rochester, 
N.Y.; Frank R. Bradley, M.D., Barnes 
Hospital, St. Louis; Francis V. Bul- 
finch, Boston; Carl A. Erikson, Chi- 
cago; H. Eldridge Hannaford, Cincin- 
nati; George D. Sheats, Baptist 
Memorial Hospital, Memphis, Tenn.; 
Herman Smith, M.D., Michael Reese 
Hospital, Chicago; George Spearl, 
1696 Arcade Bldg., St. Louis, and 
Lucius R. Wilson, M.D., Hospital of 








Safeguarded constantly by scien- 


tific tests, Coca-Cola is famous for 


its purity and wholesomeness. It's 


famous, too, for the thrill of its taste 


and for the happy after-sense of 


complete refreshment it always 


brings. Get a Coca-Cola, and get 


the feel of refreshment. 








the Protestant Episcopal Church, 


Philadelphia. 


Fuel Economy and Repairs and 
Maintenance 


Carl P. Wright Jr., chairman; 
United Hospital, Port Chester, N.Y.: 
J. V. Buck, Murphy Memorial Hospi- 
tal, Whittier, Calif.; Joseph Hogan, 
Buffalo General Hospital, Buffalo, 
N.Y.; Leland J. Mamer, C. E., Evan- 
ston Hospital Department, Evanston, 
Ill.; Henry H. Miller, George W. Hub- 
bard Hospital, Nashville, Tenn.; Rus- 
sell C. Nye, Parkland Hospital, Dallas, 
and Oscar Olson, State of Wisconsin 
General Hospital, Madison, Wis. 


Air Sterilization and Conditioning 


Albert W. Snoke, M.D., chairman; 
Strong Memorial Hospital, Rochester, 
N.Y.; W. P. Morrill, M.D., Research 
Director, American Hospital Associa- 
tion, Chicago; Leo Schmelzer, George 
Washington University Hospital, 
Washington, D.C.; Harvey H. Weiss, 
Sinai Hospital, Baltimore, and W. F. 
Wells, University of Pennsylvania, 
Philadelphia. 


Safety 


George H. Buck, chairman, Mercer 
Hospital, Trenton, N.J.; William E. P. 
Collins, Staten Island Hospital, Tomp- 
kinsville, S.I., N.Y.; Joseph E. Barrett, 
M.D., Commissioner of Mental Hy- 
giene and Hospitals, Richmond, Va.; 
John Pastore, M.D., Society of the 
New York Hospital, New York City; 
Dorothy Pellenz, Crouse-Irving Hos- 
pital, Syracuse, N.Y., and Advisory: 
F. A. Van Atta, National Safety Coun- 
cil, Chicago. ' 


Hospital Planning Review Service 


James McNee, chairman, St. Luke’s 
Hospital, Duluth, Minn.; Rev. John W. 
Barrett, Archdiocese of Chicago, Chi- 
cago; Harold A. Grimm, Millard Fill- 
more Hospital, Buffalo, N.Y.; F. Ross 
Porter, Duke Hospital, Durham, N.C.; 
Harold K. Wright, Methodist Hospi- 
tal, Sioux City, Iowa, and V. M. Hoge, 
M.D., U.S. Public Health Service, 
Washington, D.C. 


Hospital Facilities 


Milo F. Dean, chairman, Montana 
Deaconess Hospital, Great Falls, 
Mont.; Sidney M. Bergman, Monte- 
fiore Hospital, Pittsburgh; D. L. Bras- 
kamp, Alhambra Hospital, Alhambra, 
Calif.; F. S. Groner, Southern Baptist 
Hospital, New Orleans; Sister M. Car- 
melita Manning, Provincial House, 
Sisters of Mercy, Detroit; Jack Masur, 
Federation of Jewish Philanthropies 
of N.Y. City; Marshall Shaffer, chief 
architect, Hospital Facilities Section, 
U.S. Public Health Service, Washing- 
ton, D.C., and Joseph J. Weber, Vassar 
Brothers Hospital, Poughkeepsie, 
IN:Y. 





H.W.BAKER LINEN Co. 


OLDEST AND LARGEST ORGANI- 
ZATION OF ITS KIND IN THE U.S. 
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McGILL SUMMARY ON COMMODITIES: 


Production Gains Momentum 


FTER MANY false starts and set- 
backs caused by strikes, the 
race of production to the goal of 
mass output has finally begun. 
There is no fixed time table on 
which industries will be the first 
to cross the line, but we do know 
that during the closing half of 1946 
the Federal Reserve Index, portray- 
ing the physical volume of produc- 
tion, will be subject to a steady and 
relatively broad advance. 

No inroads have been made to 
date in the huge backlog of unfilled 
orders, and this leads to the ques- 
tion: How long will the postwar 
boom last? The mammoth produc- 
tion records chalked up during the 
war period emphasize our over- 
whelming ability to produce, and 
this, of course, will tend to limit 
the longevity of abnormally heavy 
industrial activity. In addition to 
home requirements, however, there 
are unprecedented opportunities in 
foreign trade. 

Our position is that the boom will 
last at least three to four years. This 
viewpoint is substantiated by the 
fact that it will require four years 
for the automobile industry to catch 
up with demand. An outstanding 
era of new construction is scheduled 
for the next seven to nine years. 
The backlog of replacement de- 
mand for farm, electrical and of- 
fice equipment assures a maximum 
rate of production for a period of 
at least three years. 

While there will continue to be 
minor interruptions, due to labor 
disturbances, still there is no in- 
dication of any new setback and this 
will be particularly true after the 
uncertainty of the coal issue is set- 
tled, which will be in the immediate 
future. Watch industrial activity 
gain momentum from now on. 
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COMMODITY PRICE TRENDS 


Commodity prices are joining the pa- 
rade of increased activity. It has taken a 
long time to hammer home economic facts, 
particularly that wage rates and produc- 
ing costs cannot possibly be given a free 
rein while at the same time commodity 
prices are being held on a stable basis. 
Some real fireworks have been witnessed 
in recent weeks with the composite index 
registering the sharpest advance since the 
initial influence of warfare in 1941. The 
latest McGill Index stands at 115.4 as com- 
pared with 111.5 at the start of the year, 
and currently, the level is 80 per cent 
above August, 1939. 


Drugs and Chemicals—The index of 
drugs and fine chemicals is now holding 
on a stable plane. Considerable price ad- 
justment has occurred since V-J Day, and 
there is no longer any room for broad or 
important price weakness. There is no 
question that demand will continue ag- 
gressive, and we are particularly impressed 
by the upward underlying trend of pro- 
ducing costs and the fact that the hold-the- 
line program is no longer a potent factor. 


Paper Products—Regarding the long 
range status of paper, it is interesting to 
note that various mills are forging ahead 
with ambitious plans for expansion. In- 
stallation of much-needed new machinery 
and the accomplishing of long awaited im- 
provements on existing equipment will 


play a vital part in the plan to elevate 
annual productive capacity of paper by 
some 1,000,000 tons. The industry has the 
ability to produce this amount as evi- 
denced by the existing high production 
ratio, which for the week ending March 2 
was up to 101.8 per cent of capacity. 

However, the ability to maintain new 
production peaks is, after all, entirely con- 
tingent upon the available pulp supply, 
which, as has been explained, will be sub- 
ject to a drop based on reduced imports 
in the event that the wrangle over price 
ceilings continues without any corrective 
action. The shortage of paper will con- 
tinue throughout the balance of the year, 
and clients should keep suppliers fully in- 
formed, striving to build up some pro- 
tective inventory reserve. 


Cotton Goods—Even with the existing 
price’ uncertainties and OPA bungling, 
cotton consumption, while not experienc- 
ing any gain, has certainly not shown any 
drastic decrease. This in itself is a criterion 
of the forthcoming magnitude of replace- 
ment demand. There is hardly any ques- 
tion that cotton consumption for an in- 
definite period will hold substantially 
above the prewar levels. However, the 
principal difficulty at present is the pros- 
pect that the cost structure will again be 
thrown out of balance because the higher 
that spot prices go, the thinner are profit 
margins. 

We have been through one siege of 
disrupted production due to price dif- 
ferentials, but there is no assurance of 
another adverse period later in the year. 
No matter from what angle the situation is 
approached, we know that there will be a 
tight supply status of finished goods for 
some months longer, although we are im- 
pressed by the obvious fact that inroads 
are being made in the backlog of unfilled 
orders. 


Bituminous Coal—A prolonged strike 
cannot be tolerated, particularly in view 
of the setback caused by the controversy 
in steel. If coal production is interrupted 
for any length of time then steel output 





MONTHLY INDICES FOR HOSPITALS 


Apr. Apr. — Apr. 

1938 1939 1940 
ALL COMMODITIES!........ 70.3 67.3. 71.0 
Industrialt. + bee IS i169 
Agriculture... Se ee 
Livestock? BS bas . 12.8 10.7 60.6 
.. 12.3 68.6 171.6 
Factory Employment? a 
Payrolls?_.. Be 


Cost of Living2....... 100.9 99.1 


IMcGill Index—1926=100 
3Bureau of Labor Index 


Food—1926=100 
} 1939=100 


eEstimated 


Employment 
Payrolls 
Cost of Living 


96.7 102.6 125.8 
93.9 150.8 150.2 
99.8 102.2 


*Latest Index (weekly) 


Apr. Apr. = Apr. = Apr. Apr. 
1941 1942 1943 1944 1945 
79.0 97.2 104.5 109.1 
83.6 94.2 100.3 102.3 
67.3 88.9 101.3 105.5 
80.1 119.1 120.5 132.6 
77.9 98.7 104.9 105.8 
147.0 171.0 156.9 
222.4 339.8 321.5 
115.1 124.6 127.1 


Mar. = Apr. 
1946 =—-1946 
114.1 115.4* 
109.3 111.2* 
112.1 113.1° 
133.0 133.6* 
109.0e 109.4* 
121.0e 124.2e 
215.0e 219.0e 
129.9e 130.0e 
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, 
would again. be cut drastically. This would 
knock-.the plans for economic recovery 
into a cocked hat. The truth of the mat- 
ter is that the underlying trend of iron 
and steel production is again headed 
downward. We are progressing on the 
premise that there may be a tie-up in 
production which will last two or three 
weeks, but no prolonged strike. It is a 
foregone conclusion that mine workers will 
be’ granted a wage increase which will 
prove to be the basis for a mark-up in 
bituminous on a minimum of 25c a ton, 
and it would not be surprising to witness 
an even greater increase. 

Fuel Oil—The markup in fuel oil prices 


of 21c per barrel is equivalent to about go 


or gsc a ton on bituminous. Currently, 


stocks of residual fuel oil are down sharp- 
ly as compared with a year earlier, and 
stocks of distillate oils are below the same 
date in 1945. There is no danger of any 
shortage and production and distribution 
facilities will tend to increase. 
Gasoline—Although prices of crude oil 
are facing a markup and higher prices 
have already been established for fuel oil, 
still the gasoline situation is in a class by 
itself. Recently, prices were cut fractionally 
in the Gulf Coast area, and this is bound 
to have a psychological effect upon the 
attitude toward prices along the eastern 
































Now Offered with Detachable Blade and Thickness Gauges 


Modified Blair-Brown Skin Grafting Knife with 
Marck’s Thickness Determining Attachment 


At the suggestion of many users, the new 
Blair-Brown Skin Grafting Knife is now 
offered with a detachable blade and the 
Marck’s Thickness Determining Attachment 
is now furnished with a set of four copper 
plate gauges for accurately regulating the 
thickness of the desired skin graft from 6 to 36 
thousandths of an inch in 2 thousandths inch 
steps. In use, the gauges are selected for 
the desired thickness and are then placed 
between the knife edge and the threaded 
grip rod as shown in illustration ‘‘H’’ above. 
The knurled thumb screws at both ends of 
the Marck’s Attachment then are adjusted 
until the space between the grip rod and 
Iznife edge provides a light tension on the 
gauges. 

The detachable blade feature greatly re- 
duces the cost of using the knife since extra 
blades are inexpensive and make it possible 
to own the equivalent of five knives at less 
than the former cost of two knives. These 
blades are made of razor steel and when 


Alce 


——— 


A. §S. 


ALOE 


1831 Olive St. 


properly stropped by the emery flour method 
before each operation have been used in 
twenty or more operations before needing 
honing. A honing tube, ‘‘E,’’ is supplied 
with each knife to facilitate changing the 
angle for proper honing. A metal container 
which will hold seven biades is also included 
for use in storing and sterilizing the blades. 


B-B967 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘B,’’ complete with one blade, 
Marck’s Thickness Determining Attach- 
ment and set of four 
gauges 


B-B968 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘D’’ (same as above but with- 
out Thickness Determining 
Attachment) 


B-B970 — Blair-Brown Knife 
Blades only, each 
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e St. Louis 3, Missouri 


seaboard. The statistical position has ease: 
conspicuously as compared with a ye: 
ago. 

Groceries—There is a lot of talk abou: 
a shortage of foodstuffs in the Unite«! 
States, but that is largely propaganda. W< 
are shipping larger quantities abroad, bu 
there will still be a fairly sizable carry 
over at the end of this producing’ season 

Butter—The situation continues to gro\ 
worse, and this is illustrated by notiny 
that output during the first two months 
of this year was only 136,145,000 pounds 
compared with 184,414,000 a year earlie) 
and 237,845,000 four years ago. It is ne 
essary to go back to .1921 to find produc 
tion of butter lower than the current fig 
ure. Cold storage holdings are only a mere 
fraction of the normal complement. 

Cheese—Output last year was 1,114 
764,000 pounds, which surpassed all pre 
vious peaks by an extensive margin. The 
former high was in 1942, of 1,108,849,000 
pounds, and only seven years ago, in 1939, 
production was down to 680,567,000 
pounds. Hence, in the course of a relative- 
ly few years over-all production has in- 
creased 64 per cent. Production so fai 
this year is not quite up to the peaks of 
a year ago. 

Eggs—Latest data show that farm flocks 
laid 4,954,000,000 eggs in February—3 per 
cent more than in the same month last 
year, and 45 per cent more than in the 
ten-year average for 1935-44. This has 
taken place despite a 1 per cent decrease 
in the number of layers, because produc- 
tion was up 4 per cent per layer. 


Surplus Property 

(From the Washington Service Bureau) 

Administrative reorganization 
with a restatement of aims for dis- 
posal of surplus property has yet to 
make its effect felt. Non-govern- 
mental nonprofit hospitals must 
still exercise alertness and initiative 
to get results in their purchasing 
plans. 

From July 1945 to March 23, 
1946, sales of medical and surgical 
supplies total $6,625,000. Of that 
amount an estimated $6,000,000 
presumably went to federal, state 
and local governments, for a recent 
statement by the now defunct War 
Assets Corporation reported that 
those groups received about go pei 
cent of declared surplus in this 
classification. 

The closing inventory of listed 
supplies for March 23 was $43,526,- 
ooo. The inventory included: diag- 
nostic apparatus, $591,000; surgical 
instruments, $6,000,000; operating 
room. and other hospital equip- 
ment, $5,977,000; prescription drugs 
and remedies, $2,509,000 and, sur- 
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Duty Station DeLuxe 


Designed to match Standard’s new Corridor 
Dome Light, this handsome Duty Station is 
molded from ivory plastic, with a snap-on 
translucent dome for easy access. Barriers 
available for 1, 2, 3 or 4 lamps. Buzzer and 
cutout switch included. 

Here is a modern, streamlined call device 
ideal for utility rooms, nurses’ stations or diet 
kitchens where an audible signal is desired on 
occasion. 

Write for further information, 
mentioning Hospitals, please. 


THE STANDARD 
ELECTRIC TIME CO. 


Founded 1884 
SPRINGFIELD 2, MASSACHUSETTS 





161 W. Harrison St. 


Save your time with the 
HOSPITAL ABSTRACT SERVICE 





Keep up - to - date (ee 

| vith a minimum of ; 
| reading by subscrib- 
| ing to and using this 
“information in a 
nutshell’”’ service. 


2 

2 
| Abstracts printed on 
|6 x 4 cards, self in- 
| dexed and ready to 
| file. 





| & 

| ° 

| Abstracts of profes- 

| sional, technical and 
scientific articles of 

| importance to hospi- 

| tal people. 


| e 


2 
Edited by Dr. W. P. 
Morrill, who searches 
through over 100 
journals each month 

| for the material. 


. also MEDICAL ABSTRACT SERVICE 


Clinical literature in abstract form for easy 
reading by general practitioner or specialist. 
Valuable for medical libraries. 


May we send you complete details? 


Physicians’ Record Co. 


The Largest Publishers of 
Hospital and Medical Records 


Chicago 5, Ill. 








NOW AVAILABLE 


The second number of Volume I of the Index to 
Current Hospital Literature covers the last six 
months of 1945. The subscription rate is $3 a year 
for two issues, covering a full 12 months. 


The Bacon Library 


AMERICAN HOSPITAL ASSOCIATION 


18 E. Division Street, Chicago 10 
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Offering— 
A SPECIALIZED SERVICE 


to the 


TRAINING SCHOOLS OF 
AMERICA 


' In the Smart Uniforming of 
STUDENT NURSES 


Write Today for Details 


ATTRACTIVE CAPES Tailored to 
measure of Best All Wool Materials 
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C. D. WILLIAMS & COMPANY 
246 South Eleventh Street, Philadelphia 7, Pa. 
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PURCHASING 


gical, medical and dental supplies, 
$8,040,000. 

The War Assets Administration, 
with Lt. Gen. Edmund B. Gregory 
as administrator, is now the chief 
disposal agency. It replaces WAC 
and its predecessors. To fulfill its 
policy of decentralization it will: 

1. Give its 33 regional directors 
authority to initiate sales of prop- 
erty amounting to $1,000,000 with- 
out detailed Washington approval. 


2. Give regional directors more 
freedom in their choice of methods 
of sale. 


3. Sell as much surplus as_pos- 
sible at fixed prices. 


4. Attempt to simplify proce- 
dures for allocation of surplus items 
to conform as closely as feasible to 
normal trade practices. 

5. Provide for effecting leases, 
extending loans, credits and de- 
ferred payments in surplus sales 
transactions. 

To further facilitate disposal of 
surplus, coordinators are now work- 
ing in regional WAA offices to put 


a nationwide site-sales plan into 
operation. It is expected that co- 
ordination work will be completed 
early in May, and that dates for the 
first sales will be announced soon 
after that. 

Under the site sale program buy- 
ers are permitted to purchase sur- 
plus property on the spot where 
they inspect samples, make their 
selections, arrange transportation 
and pay for the goods. 

The number of locations that 
may finally be approved for site 
sales might reach 2,000. The pres- 
ent arrangement is for 532. The 
nation’s first site sale was conducted 
at Port Hueneme, Calif., where 81 
per cent of-the materials offered 
were disposed of, with recovery of 
59-9 per cent of the original cost to 
the government. 

Non-government nonprofit hos- 
pitals’ opportunities for obtaining 
material for the present were* not 
otherwise strengthened during the 
past month. Not until federal agen- 
cies with top priorities and state 
and local government needs have 
been satisfied can non-government 


hospitals expect sizable deliveries 

Small businesses, which actually 
rated below hospitals in preference, 
in many cases now command a 
position on a par with federal gov 
ernment agencies. Through the R« 
construction Finance Corporation- 
a government agency as purchasing 
agent with top priority—they can 
purchase medical and surgical sup- 
plies when prerequisites of extreme 
necessity are met. Small business is 
defined as one that does not dom- 
inate its particular field, that em- 
ploys less than 500 persons, and is 
organized for profit. Because hos- 
pitals are nonprofit and primarily 
professional they do not qualify 
as small business, a government 
spokesman has stated. 

It was also announced by the 
WAA that priority claimants, in- 
cluding federal agencies, state and 
local governments, were expected 
to absorb all inventories in three 
separate nationwide sales of hos. 
pital equipment and supplies being 
held between April 11 and May 3. 
The supplies listed originally cost 
the government $248,298. 
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*“double-bless’? their babies 
with MENNEN 
Antiseptic Baby Oil 


| PROVEN aid against rasheS—The highly successful record of Mennen 
© Antiseptic Baby Oil in helping to prevent impetigo, urine scald, many 
_other rashes and skin infections on millions of babies over the past 13 years 

... cannot be matched by any other baby oil or lotion. Used in 3460 hospitals. 


2 BEST SHIELD against urine irritation—The continuous, unbroken 


film of Mennen Antiseptic Baby Oil forms a solid barrier of protection, 


provides thorough coverage of the diaper area. It is a stable, homogenous mix- 
ture with vegetable oil base, which does not break down and is not subject to 
evaporation or chemical alteration on the delicate infant skin. Proved de- 
pendable in use—best for babies in your nursery. 


160 


SPECIAL DISPENSER BOTTLE available 
to hospitals is sanitary, easy to han- 
dle, saves nurses’ time. If you are in 
need of dispenser bottles or Mennen 
Antiseptic Baby Oil, write to Profes- 
sional Service Dept., The Mennen Co., 
Newark 4, N. J. 


MENN&h 


ANTISEPTIC BABY OIL 
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HERE'S 
NEW 


AGAINST 
DAMAGED 


CLOTH COVERED 


RUBBER BUMPERS 


B y's! To help protect painted or papered 
a % walls from damage in moving furni- 


¥ ture around for cleaning, HILL-ROM 
y Meaathag og is now offering cloth-covered rubber 
(Diameter 34”) . a 
10¢ each bumpers in two sizes— 34,” (No. 101) 
ay and 1” (No. 102). For use on straight 
and arm chairs, the No. 101 bumper 
is recommended. For use on head 
board posts of beds, dresser posts, 
bedside cabinets, tables, stands, chests 
and desks, we recommend the use of 
, the No. 102 bumper, together with 
Me, 358 enmer the No. 103 corner block—a rubber 
(Diameter 1”) a i = 
Sta aaicl wedge which projects the bumper 
unit farther from the case and pre- 
vents the corner from striking the 
wall. 

These HILL-ROM bumpers are 
easily attached, and will save many 
times their cost in repair bills to dam- 
aged walls. Write for prices and com- 
plete information. 


HILL-ROM COMPANY, INC. 
BATESVILLE, INDIANA 


No. 102 Bumper 0 
with No. 103 
Corner Block 

(No. 103 Corner 
Block 8¢ each) 
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Showing suggested locations of HILL-ROM 
bumpers on typical items of hospital furniture. 
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Pride 
Ih 


Accomplishment 


B. H. Lawson Associates, Inc., points with 
pride to the latest triumph of its fund-raising 
campaign technique and counsel in Wil- 
liamsport, Pennsylvania, a city of 44,000 
people. 


Between September 4, 1945, and February 
3, 1946, this firm conducted the Divine Provi- 
dence Hospital Building Fund Campaign in 
Williamsport. More than 2,800 volunteer 
workers were enlisted and they obtained 
10,283 gifts for a total of $751,949, surpassing 
the $700,000 goal in contract time. 


The total cost of this service, including fee 
and all expenses, was four per cent of the 
amount subscribed. 


Because Bernard H. Lawson retains per- 
sonal direction of all campaigns, no more 
than two are handled at the same time. 


If your institution is seeking professional 
counsel in the raising of funds for building, 
expansion, modernization, current expense 
or debt reduction, your inquiries will be wel- 
come. A member of this firm is available at 
all times for consultation without financial 


or other obligation. 


B. Hl. Lawson Associates, Inc. 


200 Sunrise Highway 
Rockville Centre; New York 
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Lieut. Ira L. Ernst, on duty with the 
Navy since 1942, was released to inactive 
duty March go and has been appointed 
controller of Monmouth Memorial Hos- 
pital, Long Branch, N. J. Prior to entering 
the Navy he was employed at the Univer- 
sity of Michigan Hospital, Ann Arbor. 


Cmor. I, §. GEETTER, M.D., former medi- 
cal director of New Britain (Conn.) Gen- 
eral Hospital, was scheduled to become 
director of Mt. Sinai Hospital, Hartford, 
May 1, following termination of service 
in the U. S. Navy. He is a personal mem- 
ber of the American Hospital Association. 





DOCTORS’ 


[| Amply cut... for liberty of move- 


ment. He can bend and twist: or 
stoop or reach . .. with ease. 


2 Tailored... to prevent those bind- 
ing sleeves that aggravate ... and 
interfere. 


Bar tacked and reinforced . . . at 
points of strain. The doctors’ favor- 
ite gown will last. 

Pictured is surgeon's gown 
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LAURENCE THORNTON, formerly assistant 
administrator of Rex Hospital, Raleigh 
N.C., has been appointed administrato: 
of the institution, succeeding CLAUDE Gap 
py who has accepted the position of execu 
tive secretary of the Baptist State Council 
on Christian Education. 


Maj. LAWRENCE C. AUSTIN, after 40 
months of active duty in the Medical Ad- 
ministrative Corps, has been separated 
from service and is on terminal leave until 
May 18. After basic 
training at Camp 
Grant, IIll., he was 
sent to the station 
hospital at Fort 
Lewis, Wash., where 
he directed person- 
nel which included 
700 civilians. In ad- 
dition he was hos- 
pital inspector and 
assistant executive 
officer and medical 
supply officer of one of the 500 bed sec- 
tions. 

Later he was picked with two other of- 
ficers and two enlisted men for an advance 
group to proceed to Wales for the purpose 
of setting up a hospital for oncoming 
tank groups. When the armored units 
moved to France shortly thereafter his 
hospital was sent to London to take over 
the headquarters hospital. 

Major Austin, who is also a veteran ol 
World War I, is well known in civilian 
hospital circles, having served as assistant 
superintendent of Michael Reese Hospital, 
Chicago; administrator of Mt. Sinai Hos- 
pital, Milwaukee, and administrator of 
Menorah Hospital, Kansas City, Mo. He 
is a personal member of the American 
Hospital Association and a charter fellow 
of the American College of Hospital Ad- 
ministrators. 





CHARLES H. Dasss, former superintend- 
ent at Northeastern Hospital, Philadel- 
phia, is now administrator of American 
University Hospital, Beirut, Syria. He is 
a personal member of the American Hos- 
pital Association and a fellow of the Amer- 
ican College of Hospital Administrators. 


R. G. BALL, recently discharged from 
the Army Medical Corps, has been elected 
business manager of Maria Parham Hos- 
pital Association, Henderson, N.C. 


Mrs. Gertrube R. FOLeNpore, R.N., ol 
San Francisco, administrator of the 16 
Shriners’ Hospitals for Crippled Children, 
has been appointed to the Board of Re- 
gents of the American College of Hospital 
Administrators. She fills the vacancy creat- 
ed by the recent death of Benjamin W. 
Black, M.D., former medical director ol 
Alameda County Institutions and adminis- 
trator of Highland-Alameda County Hos- 
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They may argue about politics or per- 
sonalities, but on the subject of soap for 
patient care—hospital superintendents, 
purchasing agents and nurses, too, are in 








complete accord. Yes, all threeagree on 
C.P.P.! They know from experience that 
Colgate-Palmolive-Peet has a soap to 
fit every need — to please every patient. 














JERSEY CITY 2, N. J. 
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COLGATE’S FLOF 
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Its purity, 


hosp 
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Call in your local C.P.P. representative and ask him to quote you 


prices on the sizes and quantities you need, or write direct to: 


COLGATE-PALMOLIVE-PEET COMPANY 


. CHICAGO 11, ILL. 2 


MILWAUKEE 4, WISC. 


KANSAS CITY 3, KANS. 


BERKELEY 2, CALIF. 
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pital, Oakland, Calif. In addition to being 
a personal member of the American Hos- 
pital Association and a fellow of the Amer- 
ican College of Hospital Administrators, 
Mrs. Folendorf is a past president of the 
California State Nurses Association and of 
the California League of Nursing Educa- 
tion. 


MALcoLM L. Monroe has been appoint- 
ed to the board of administrators of Char- 
ity Hospital, New Orleans, succeeding 
WALKER Saussy, resigned. 


S. K. Procror has assumed the duties 
of administrative assistant at City Hos- 
pital. Winston-Salem, N.C. He recently 
was discharged from the Army Air Corps 


after serving 30 months overseas in the 
India-Burma Theater. 


DonaLp N. Apsortt, who left the posi- 
tion of comptroller of Cortland (N.Y.) 
General Hospital to serve with the Army 
Medical Corps, has returned to that in- 
stitution as administrator. 


ALFRED GOLDEN, M.D., has assumed the 
duties of associate director of the patho- 
logical laboratories at Baptist Hospital, 
Memphis. 


P. G. Howe has been elected president 
of St. Luke’s Hospital Association, Jack- 
sonville, Fla. 








peer ieee furnishes a simple means 
of eliminating offensive odors. An 
aqueous solution of potassium mercuric 
iodide and sodium hydroxide, * it reacts 
instantly with organic odors—destroy- 
ing them either at their source or after 
they escape into the air. 

Aero-Klenz is not just another deo- 
dorant. It is odorless; hence, does not 
mask odors by superimposing its own 
upon another. It does not depend upon 
adsorption or filtration which merely 

‘stores’ odors. Aero-Klenz acts by chem- 


nancy, lung abscess, draining colostomy, 

exudates and excreta, soiled dressings, 

diaper cans, or drainage bottles. 
Literature describing this economical 


ical destruction of offensive odors 
whether arising from a necrotic malig- 


method of combating the problem of 
offensive odors will be sent on request. 


*Pat. No, 2,310,099 


ANDERSON-STOLZ PHARMACEUTICALS, INC. 
1731 Walnut St., Kansas City 8, Mo. 


Available through AMERICAN HOSPITAL SUPPLY CORPORATION 


Chicago + New York 


San Francisco ¢ Washington 


AERO-KLENZ 


WENDELL H. Carson has_ succeeded 
Ciara B. Ponp, R.N., as superintendent 
of Ingalls Memorial Hospital, Harvey, Ii. 
Both are personal members of the Ameri 
can Hospital Association. 


GEORGE PEcK, who resigned the supe: 
intendency of Illinois Eye and Ear In 
firmary, Chicago, to become administrato: 
of Jewish Hospital, Philadelphia, has bec: 
succeeded by LESTER GERBER. 


KENNETH H. Gorpon has assumed thc 
duties of assistant director of Woman's 
Hospital, New York City, succeeding 
EMILy W. Bauer, R.N., retired. Mr. Gor- 
don recently completed his terminal leave 
after serving 30 months with the United 
States Naval Reserve. Prior to military 
service, he was superintendent of Green 
County Memorial Hospital, Waynesburg, 
Pa. 


Rosert L. GILt, superintendent of Al- 
toona (Pa.) Hospital, has been elected 
president of the Central Pennsylvania 
Regional Hospital Association. He is a per- 
sonal member of the American Hospital 
Association. 


LiALA I. JOHANSON, R.N., personal mem. 
ber of the American Hospital Association, 
is the new superintendent of nurses at 
Lake Forest (Ill.) Hospital. 


Frep E. MILis, M.D. has been appointed 
pathologist at Protestant Deaconess Hos- 
pital, Evansville, Ind. 


MaciE N. Knapp, R.N., has been named 
superintendent of Cass County Hospital, 
Logansport, Ind., succeeding LUCILLE 
Jakes, R.N., resigned. Miss Knapp is a 
personal member of the American Hos- 
pital Association and a fellow of the 
American College of Hospital Administra- 
tors. 


ADELE M. PoLk, R.N., personal member 
of the American Hospital Association, has 
resumed the superintendency of St. Mar- 
garet Memorial Hospital, Pittsburgh, fol- 
lowing a recent ailment. Louise Lupewic, 
who filled the post during Miss Polk’s ab- 


sence, remains as assistant superintendent. 


FRANK M. B. SLATER, M.D., has assumed 
the position of resident surgeon at Vicks- 
burg (Miss.) Hospital. Dr. Slater has been 
associated with the Hinds County health 
unit in Jackson. 


R. C. Warren has been appointed su- 
perintendent of Georgia Baptist Hospital, 
Atlanta. He was assistant administrator of 
Baptist State Hospital, Little Rock, Ark., 
the past 11 years. 


Lieut. Cot. Ernrst V. Epwarps has been 
made manager of Birmingham General 
(Army) Hospital, Van Nuys, Calif. 


HERMAN J. GRIMMER Jr., principal hos- 
pital administrator for the Institute of 
Inter-American Affairs in Ecuador, after a 
period of consultation in Washington, 
D.C., and a sick leave for hospitalization 
in New York City, has returned to his of- 
ficial station in Guayaquil, Ecuador. 

Mr. Grimmer is consultant on hospitals 
for the Junta de Beneficencia of the city 
of Guayaquil and administrator of the 
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STEEL 
HOSPITAL 
FURNITURE 
BY INLAND 


NLAND Hospital Fur- 

niture is built to 
please by assuring un- 
excelled beauty and 
practical trouble-free 
service. Expertly crafted 
in everlasting steel—in 
assorted finishes—Inland 
Furniture has proved its - 
ability to resist stains 
and impact damage. 

In addition ‘to the 
strength, the durability, 
and the fire resistance of 
steel, Inland Hospital 
Furniture has smooth, 
easy-to-clean surfaces. 
No other type of furni- 
ture offers so many ad- 

vantages at moderate cost. 


Inland Furniture pleases’ the patient and earns the 
praises of administrators. That is w hy hundreds of hos- 
pitals specify Inland. 


Member Hospital Industries Association 


INLAND BED COMPANY 


MANUFACTURERS 
3921 S. Michigan Ave. ‘ib; Chicago 15, Illinois 





7oo-bed general hospital there. He also is 
in charge of equipping and organizing a 
288-bed tuberculosis hospital in Guayaquil 
for the Anti-Tuberculosis League of Ecua- 
dor, and a 170-bed maternity hospital in 
that city. Mr. Grimmer is a personal mem- 
ber of the American Hospital Association. 


James E. FisH, M.D., has been ap- 
pointed director of Ellis Hospital, Sche- 
nectady, N.Y., to succeed Mary G. Mc- 
PHERSON, R.N., who is retiring after more 
than 21 years’ service as administrator of 
the institution. 


Burton H. Morreti has resigned the 
superintendency of Princeton (N.J.) Hos- 
pital. 


EVELYN JOHNSON, formerly executive 
secretary of the Chicago Hospital Council, 
is the new superintendent of Brokaw Hos- 
pital, Normal, Ill. She is a personal mem- 
ber of the American Hospital Association. 


EpirH PritcHARD has been appointed 
director of nursing at Beverly (Mass.) 
Hospital. 


RicHarp T. Vicuers has returned to his 
former position, associate in the division 
of rural hospitals of the Commonwealth 
Fund, after four years of service in the 
Medical Administrative Corps. A_ per- 
sonal member of the American Hospital 
Association, Mr. Viguers for the past year 
has been executive officer of Brooke Con- 
valescent Hospital, Fort Sam Houston, 
ex. 


ARTHUR J. ANDERSON has been appointed 
business manager of Eugene (Ore.) Hospi- 
tal and Clinic, succeeding Marvin T. War- 
LICK, resigned. 


Mrs. Francis LAMPERT, R.N., has re- 
signed the superintendency of nurses at 
Black Hills General Hospital, Rapid City, 
S.D. She is succeeded by Atice Hays, R.N. 


Mrs. ALMA MEYER ZEISSEL has been ap- 
pointed acting superintendent of Wichita 
General Hospital, Wichita Falls, Tex., re- 
placing Mrs. MARGARET HALEs Rose, R.N., 
resigned. Mrs. Rose is a personal member 
of the American Hospital Association. 


LiLoyD GILBERT has assumed the duties 
of administrative assistant and purchasing 
agent at North Carolina Baptist Hospital, 
Winston-Salem. 


WILLARD L. QUENNELL, M.D., has re- 
signed the position of director of Union 
Memorial Hospital, Baltimore, to take a 
post with the veterans administration. A 
personal member of the American Hospi- 
tal Association, he will be located tempo- 
rarily at Rutland Center, Mass. 


ANTHONY W. Eckert who has been on 
leave of absence from his post as superin- 
tendent of Fitkin Memorial Hospital, Nep- 
tune, N.J., while serving in the medical 
corps, has resumed his hospital position. 
Mr. Eckert was stationed at Fitzsimons 
General Hospital, Denver, Colo., in the 
capacity of director of the dietetic division, 
custodian of hospital funds and director 


of the dietetic school. He is a persona! 
member of the American Hospital Asso- 
ciation and a member of the American 
College of Hospital Administrators. 


HENRY FREEMAN ALLEN, M.D., Davip 
Henry Scott, M.D., and WiLttAm Lioy: 
SmitH, M.D., have been appointed to resi 
dencies on the opthalmological service a‘ 
the Massachusetts Eye and Ear Infirmary, 
Boston. 


“Deaths | 


Nits A. JoHANson, M.D., 74-year-old 
medical superintendent and __ principal 
founder of Swedish Hospital, Seattle, died 
March 7 at the hospital. 


Born in Lund, Sweden, Dr. Johanson 
came to this country to attend the World’s 
Fair in 1893. He graduated from the Uni- 
versiy of Colorado Medical School in 1903, 
going to Seattle four years later. In 1908, 
with nine others, he organized the Swedish 
Hospital as a nonprofit organization. After 
completion of the hospital, he took a leave 
of absence for post-graduate study in surg- 
ery in Vienna in 1913, and for further re- 
search in Stockholm in 1930. 


A personal member of the American 
Hospital Association, Dr. Johanson served 
as president of Swedish Hospital’s board 
of directors from 1938 to 1945, when he be- 
came chief of staff. 
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FINER 


DEBS 


FOR T H 


QUALITY 


Hankees 


Debs HANKEES are well known throughout the hospital 
field for their outstanding quality. Made of fine All 
White Cellulose—strong—absorbent—yet soft and 
gentle to the skin. Their handy dispenser box releases 
just one double tissue at a time—thus economy. The 
next time you order look for the finer quality—insist on 


> A DEBS PRODUCT. 


HOSPITAL 
SUPPLIES 


205 W. Monroe St., Chicago 6, Ill. 
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